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Carcinoma of the Pancreas* 


ARTHUR W. Wuirte, M.D., F.A.C.P. 


AND MiLtan F. McKinney, M.D. 


OKLAHOMA CITY 


Carcinoma of the pancreas is probably 
the most common of the diseases of that 
organ, at least the one most often recog- 
nized. The difficulty in differentiation 
from other diseases of the pancreas and 
from diseases of other organs in the upper 
abdomen makes it imperative that this 
condition be kept in mind as a possibility 
in cases presenting evidence of trouble in 
this region. 


In canvassing the records of St. An- 
thony’s and University Hospitals, carci- 
noma of the pancreas, in this locality, is 
apparently on the increase. In 1931 in St. 
Anthony’s Hospital one case out of six 
thousand admissions was diagnosed carci- 
noma of the pancreas. In 1936 in the same 
institution nine cases of primary carci- 
noma of the pancreas were found out of 
approximately nine thousand admissions. 
Further studies showed that in the five- 
year interim there was considerable varia- 
tion; in 1933 there were four cases out of 
six thousand admissions; in 1934 there 
were four cases out of seven thousand ad- 
missions. 


The pancreas is comparable in its struc- 
ture and susceptibility to the kidney. “The 
adult gland contains cells composing the 
excretory ducts and tubules leading from 
the acini, the larger ducts of Wirsung and 
Santorini, and the lower end of the bile 
duct; the pyramidal cells of the acini; the 
A and B (and possibly D) type of cell of 
the pancreatic islands (Langerhans); and 





*Read before the Section on General Medicine, Annual 
Meeting, Oklahoma State Medica] Association, Tulsa, May 
2, 1937. 


the cells of connective tissue, blood ves- 
sels, lymphatics, and nerves. That the cell 
types may give rise to characteristic tu- 
mors such as the adeno-carcinoma of the 
acinar cells, the cuboidal and cylindrical 
cell carcinoma of the pancreatic and bile 
ducts, or the minute adenoma of the B 
cells of the islands, is, of itself, interesting, 
but the problem becomes exceedingly in- 
triguing when cells of the gland undergo 
a metaplasia to the type entirely foreign 
to its normal histological structure. Such 
a situation exists in the epitheloid or 
squamous cell carcinoma of the pan- 
creas.” 

The pancreas furnishes digestive fer- 
ments which have to do with the proteo- 
lytic action on all types of food. The gland 
lies in the lesser abdominal cavity behind 
the stomach; the head of the gland lying 
close to the liver, gall bladder, and py- 
lorus; the common duct frequently passing 
through the head of the pancreas. 

Two particular types of trouble may 
produce a symptomatology common to 
malignancies of the pancreas, the intersti- 
tial and the parenchymatous types of pan- 
creatitis. In the parenchymatous variety 
there is, as a rule, a marked enlargement 
of the gland so that the gland can be read- 
ily palpated, on examination of the abdo- 
men, giving the feeling of a tumor mass. 
In the interstitial variety there is occa- 
sionally involvement of the head of the 
gland in which case, if the common duct 
passes through the head of the gland, 
pressure symptoms occur producing jaun- 
dice and other obstructive manifestations 
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simulating biliary tract disease. On the 
other hand if the head is not involved, in 
this particular type, thickening and en- 
largement of the gland with marked con- 
tractions occur producing compression up- 
on the islands of Langerhans interfering 
with the endocrine function, so that gly- 
cosuria and hyperglycemia are manifested 
producing a true diabetic state. 


Malignancies, according to McCallum,’ 
are practically all adenomata, when occur- 
ing in the body of the gland. A tumor mass 
similar to that in parenchymatous pan- 
creatitis can often be felt with sooner or 
later an involvement of the islands of 
Langerhans by direct extension without 
the evidence of biliary obstruction, at 
least until such time as secondary involve- 
ment of the liver, gall bladder, or common 
duct occurs. There is no evidence found 
suggesting a basic or preceding pancrea- 
titis but a periductal or interstitial fibro- 
sis is often found. When the tumor is lim- 
ited to the body or the tail, involvement 
of the stomach by direct extension is by 
far the most common, sometimes first 
simply by adhesions and then by involve- 
ment of the posterior wall of the stomach 
by the tumor mass itself. In either case 
there should be an early interference with 
the motor action of the stomach which 
adds considerably to the original symp- 
tomatology. 


In carcinoma of the head of the pan- 
creas, even when the tumor is very small, 
sufficient swelling occurs to produce an 
obstruction of the common duct with a 
consequent enlargement or dilatation of 
the gall bladder and a congestion and 
cloudy swelling of the liver. The liver in 
a small percentage of cases enlarges rapid- 
ly, within a few weeks, filling the right 
abdominal cavity. The differentiation in 
this type of case from primary hepatic 
disease or stones in the common duct, or 
both, is difficult. The jaundice comes on 
gradually, there is little or no pain, thus 
presenting a characteristic picture of the 
so-called catarrhal jaundice, the gall blad- 
der is palpable and considerably enlarged. 
Drainage of the gall bladder gives quite 
prompt, relief with a rapid subsidence of 
the size of the liver. 


Conversely, disease of the pancreas may 
occur secondarily to disease of the duo- 





denum, common duct, or gall bladder. This 
is rare, however, except in the case of 
stones producing obstruction. Cabot® has 
reported two cases produced by rupture 
of a duodenal ulcer. Eusterman‘ has re- 
ported one hundred thirty-eight cases of 
carcinoma of the pancreas, one of which 
was associated with a perforated ulcer. 
The percentage of biliary calculi associat- 
ed with pancreatitis and carcinoma of the 
pancreas is somewhat more frequent. In 
the cases at St. Anthony’s Hospital gall 
stones were found in twenty-five per cent 
of the cases diagnosed carcinoma and in 
one case which proved on autopsy to be 
pancreatitis. The percentage of calculi in 
seventy cases at the University Hospital 
showed calculi in fifteen per cent so that 
in at least a limited number of cases ob- 
struction does play an important part in 
the development. 


In seventeen cases (St. Anthony’s Hos- 
pital), diagnosed carcinoma, only one case 
of pancreatitis (non-malignant) was found 
at operation or autopsy. In the group of 
thirty-seven cases (University Hospital) 
one case proved to be hepatitis, one carci- 
noma of the common bile duct, and two 
non-malignant disease of the pancreas. 

The sex incidence varied slightly from 
the usual report. In the smaller group 
twenty-two per cent were women, seven- 
ty-eight per cent men. In the University 
Hospital group thirty-one per cent were 
in women and sixty-nine in men. Oppen- 
heim® and his co-workers reported thirty 
cases with a ratio of six to one, the greater 
percentage being in men. 


The average age in men was found to 
be 67.33 years, the oldest seventy-three, 
the youngest thirty-nine. The average age 
in women fifty-seven, the oldest seventy- 
three, the youngest forty. Showing the 
majority in men in the sixth decade and 
the fifth decade in women. 


The duration of symptoms before ad- 
mission to the hospital varied from one 
week to fourteen years. Such a prolonged 
history as fourteen years must be ex- 
plained by the presence of disease other 
than carcinoma. It was found that eight of 
those with a history of eighteen months 
or more had stones in the gall bladder; 
three were known diabetics; in one was 
found a subphrenic abscess with old ad- 
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hesions; one a chronic ulcer of the duo- 
denum; and one patient had been a suf- 
ferer from amabiasis for twenty years. In 
one case marked jaundice had been pres- 
ent for nine months, three years previous- 
ly a gall bladder anastomosis to the duo- 
denum had been done which completely 
relieved the patient for two years although 
there was found at the time of the opera- 
tion a very small tumor on the head of 
the pancreas which later developed rapid- 
ly producing death. 


The recognition of carcinoma of the 
pancreas, at least early, by direct evidence 
is difficult. Pain is common in the deep 
epigastrium, in both pancreatitis and car- 
cinoma, is constant and not affected by 
the intake of food. Pain in the lower dor- 
sal region, often very severe and constant, 
sometimes simulating that of tabes dor- 
salis, should always be viewed with sus- 
picion. Enlarged gall bladder is present in 
nearly all cases, usually tenderness is ab- 
sent or slight. The liver is always en- 
larged with varying degrees as to extent. 
The finding of a tumor mass in the epi- 
gastrium is not a dependable sign as it 
frequently can not be palpated until the 
disease is well advanced. However, the 
finding of a mass irregular in outline, hard 
and immovable in the epigastrium, if it 
can be differentiated from an enlarge- 
ment of the left lobe of the liver, and not 
tender on pressure, is a dependable diag- 
nostic point. This mass is most often felt 
in the mid-line or to the left of the mid- 
line of the epigastrium. In malignant tu- 
mors of the common duct or gall bladder 
a mass is commonly found in the right 
hypogastrium, is not tender, rarely pro- 
ductive of pain, conforming to Courvoi- 
sier’s law. 

Progressive weakness is complained of 
constantly by these patients seemingly out 
of proportion to the early findings. There 
is always an excessive amount of fat in 
the stools, varying from ten per cent to 
sixty per cent, free fat is found, the stools 
being copious and very bulky. In obstruc- 
tive jaundice, other than that due to the 
pancreas, the stools are clay colored, 
usually formed, not bulky, and do not 
contain free fat to any extent. 


Hydrochloric acid is low, usually absent, 
unless it is influenced by some other con- 


ditions in the stomach or duodenum as, 
e. g., peptic ulcer. Achlorhydria, however, 
is the usual thing in all types of pancreatic 
disease having to do with the external 
secretions as well as in diseases of the gall 
bladder and liver associated with jaun- 
dice, so this is of little help in differen- 
tiation. 


Many tests for determination of absorp- 
tion of pancreatic ferments, by examina- 
tion of stools and urine, have been devised, 
none of which has proved to be of any 
great practical value. 


Elman and McCaughan® reported, in 
1927, a new method of determining the 
amylase content in the blood which proved 
quite dependable, enabling them to dif- 
ferentiate pancreatitis, carcinoma, and 
pancreatic cyst. The amount of amylase in 
the blood was seemingly not affected by 
the presence of jaundice when the pan- 
creas was not diseased. This test gives 
promise of great practical value in routine 
clinical work. The normal amount of amy- 
lase ranging from four to six units; in 
pancreatitis nine to one hundred fifty 
units, more often higher; in pancreatic 
cyst fifteen to twenty-five; in carcinoma, 
very early, as high as twenty-five units, 
dropping in one to three weeks to one.to 
three units. The decrease being due to 
a decrease in the secretory action of the 
pancreas by reason of atrophy of the acini. 
This test is of special value in ruling out 
tumor at the head of the pancreas, par- 
ticularly with a silent jaundice. 


Thus we see symptoms of carcinoma of 
the pancreas, when present, arise from 
pressure on nerves, blood vessels, and bile 
ducts and due to a disturbance of the di- 
gestive function. 


Jaundice is an early symptom, often the 
symptom which sends the patient to the 
doctor, and is too frequently diagnosed 
painless jaundice or catarrhal jaundice. 
Unfortunately the patient is advised not 
to submit to surgery, as occurred in one 
of our recent cases, so that valuable time 
is lost. 


Loss of weight and particularly strength, 
loss of appetite with nausea, anemia; in 
other words cachexia appears early. Pain 
in the epigastrium or back, as already re- 
ferred to, is third in point of appearance. 
Incidentally, this is relieved by cholecysto- 
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duodenostomy, in the majority of in- 
stances, suggesting the distended gall 
bladder as a possible cause of pain. 


Various obscure abdominal symptoms 
may appear, e. g., if the tumor lies over 
the aorta, the so-called pancreas-aorta 
syndrome may be found, a pulsating tu- 
mor simulating an aortic aneurism. 


Carcinoma of the pancreas then is to be 
suspected in patients of middle age who 
without apparent cause show loss of 
weight and strength, abhorrence of fatty 
foods, low hydrochloric acid content in 
the stomach, constant pain in the epigas- 
trium, mild or severe, particularly, if re- 
ferable to the back, and, if jaundice, with 
an enlarged gall bladder, not tender. With 
these above conditions the diagnosis is 
well nigh made. 


The x-ray is of little value except occa- 
sionally in cases of pressure by the tumor 
against the curve of the duodenum pro- 
ducing distortion with some obstructive 
evidence. The x-ray of the gall bladder is 
of help in determining the presence of 
stones and the size of the gall bladder 
even though it does not fill well due to 
liver involvement. In connection with the 
use of the Iso-Iodeikon dye, the determina- 
tion of the amount of retention in the 
blood serum thirty minutes after the in- 
jection of the dye intravenously, after the 
method of Everts Graham, aids in deter- 
mining the amount of liver damage, hence, 
a valuable test for appraising the safety 
of the patient in surgery. Forty per cent 
or more retention of the dye indicates suf- 
ficient damage to the liver to make sur- 
gery inadvisable. 

Treatment of these cases promises very 
little. in 1934 Handley’ reported the treat- 
ment of seven patients of pancreatic can- 
cer with implanted radium. Of these one 
had remained cured for a period of four- 
teen years; one two years; one ten months; 
the other four died during subsequent 
laporotomies. In recent years attention 
has been turned to radiology (Laroquette,’ 
in 1927, reported the first cure by deep 
x-ray therapy. The patient was said to 
have returned to normal eight months 
after the beginning of treatment). 


In five cases at St. Anthony’s Hospital 
treated with deep x-ray therapy one lived, 
after treatment, two months with no ap- 


parent effect of the treatment on the tu- 
mor; one showed an improvement and 
lived for one year; one died six months 
later; and two showed no effect whatever. 


Kaplan* states, “The treatment of car- 
cinoma of the pancreas by radiation ther- 
apy is palliative only. These tumors as a 
class are radio resistant. Some palliation, 
however, can be expected from high volt- 
age x-ray anteriorly and posteriorly over 
the epigastric area. Converging beams 
from the right to the left epigastric areas 
may be done. This dosage is governed by 
the general condition of the patient.”* 


Although reasoning by analogy if these 
cases can be diagnosed, early extirpation 
of the pancreas will, in all probability, in 
the future give us some hope. However, 
very little has been done up to date with 
this operation. The pancreas, while seem- 
ingly a very important gland, can be safe- 
ly done away with. The organism adjust- 
ing itself very rapidly (with proper man- 
agement and the use of insulin), to the 
absence of the gland. This is demonstrated 
readily in functional insufficiency. Much 
can be done to alleviate the suffering and 
to prolong life by the simple procedure of 
giving hydrochloric acid, a high protein 
with low fat and low carbohydrate diet, 
as the pancreatic function varies with the 
acidity of the stomach, even in ‘normal 
cases. The procedure however which re- 
lieves pain and jaundice and prolongs life 
is the cholecystoduodenostomy. 


Judd and Parker,’ in 1928, published an 
analyses of thirty-four cases of anastomo- 
sis for tumor of the head of the pancreas. 
Of these one who survived the operation 
lived eighteen months, one fifteen months, 
one nine months, one seven months, two 
six months, one five months, two four 
months and one three months. One of our 
cases at St. Anthony’s Hospital survived 
two years in comparative comfort after 
the anastomosis. This should be done as 
early as the case can be recognized and 
before damage has been done to the liver 
by reason of the obstruction. 


Hence, while this disease is not as com- 
mon as many others it comprises approx- 
imately three per cent of all carcinoma 
cases. This should be constantly borne in 
mind in order to bring about an early 
recognition of the condition. 
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* * * 


DISCUSSION 
Dr. Milan F. McKinney: 


It appears obvious from Dr. White’s dis- 
cussion that the one hope for comfort and 
increased length of life in this condition 
is surgery. This may be of two types— 
palliative by drainage of the gall bladder, 
or curative by removal of the pancreas. 
Early diagnosis is an essential factor in 
the treatment of any disease, and in some 
instances, the foundation or key to help 
depends upon early recognition. This is 
particularly true of malignancy of the 
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head of the pancreas. There are three con- 
ditions which are similar in their mani- 
festations, carcinoma of the pancreas, stone 
in the common duct, carcinoma of the gall 
bladder or common duct. A fourth might 
be added, hepatitis, which is concomitant 
with each of these. 


Diseases of the gall bladder or common 
duct, sufficient to cause jaundice, are ac- 
companied by a pain in eighty per cent 
of cases, except in malignancy of the gall 
bladder, and then a tumor can be felt in 
the upper right quadrant which is firm, 
hard and often nodular, associated with 
tenderness at McKenzie’s point. 


A tumor is not felt under the right cos- 
tal margin in carcinoma of the pancreas; 
the gall bladder can sometimes be pal- 
pated, but it is soft and smooth. Pain does 
not occur in the upper right quadrant but 
in the epigastrium or lower dorsal region. 


Progressive weakness with or without 
jaundice is more pronounced in carcinoma 
of the pancreas than in any other disease. 
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Placenta Previa With Discussion of an X-ray Aid* 


WALTER W. WELLS, M.D., F.A.C:S. 
OKLAHOMA CITY 


The third cause of death in obstetrics 
continues to be hemorrhage, and hemor- 
rhage is the largest single symptom of 
placenta previa. It is my opinion that if 
we were more concerned about the early 
symptoms of placenta previa we would 
avoid a great many mishaps. Doctor Daily, 
of Chicago, says the patient primarily pre- 
senting the least symptoms may prove to 
be the most serious emergency when ex- 
amined. At the University Hospital, when 
a case has been diagnosed placenta previa, 
we make it a rule not to let her leave un- 
delivered; the risk is too great for both 
mother and child. I believe that statistics 
will prove this a good rule. In the State of 
Oklahoma, during the year of 1936, there 
were one hundred fifty-nine maternal 





*Read before the Section on Obstetrics and Pediatrics, 
~~ Meeting, Oklahoma State Medical Association, Tulsa, 
ay, 1937. 


deaths; twenty-eight of these deaths were 
due to uterine hemorrhage, and seven of 
the twenty-eight were placenta previa. 
There were one thousand, two hundred 
twenty-three still-births, I do not know 
how many of that number were caused by 
placenta previa. I believe that we could 
reduce this mortality if we were more 
careful in making an early diagnosis and 
instituting treatment before it becomes an 
emergency. The statistics indicate that we 
are in the habit of passing on a small 
amount of uterine bleeding in late preg- 
nancy as nothing to cause alarm. Surely, 
there should be no bleeding in the late 
months of pregnancy or to any extent 
during the first stage of labor. If there 
is, a thorough investigation should be 
made. 


Schuman thinks that any painless, cause- 
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less hemorrhage in the second half of 
pregnancy is placenta previa. The fre- 
quencies of placenta previa, some authori- 
ties give as about one, in one hundred 
thirty, to five hundred pregnancies. It is 
supposed to be about four to ten times 
more frequent in multipara than in primi- 
para. The maternal mortality is from one 
per cent to eleven per cent; depending 
upon the method of treatment; the fetal 
mortality is from twenty-two per cent to 
sixty-eight per cent. 

The records of the University Hospital 
over a period of ten years from 1927 to 1937 
with three thousand, seven hundred sixty- 
four deliveries, show there were forty-four 
cases of placenta previa which is a very 
large percentage of the cases that come to 
the hospital. There was one maternal 
death; this death was attributed to severe 
toxemia and probably should be classed in 
premature separation of the placenta. 
There were seventeen fetal deaths; the 
treatment was very interesting. There were 
two Cesarean sections and twenty-one 
bag inductions, seven of which were fol- 
lowed by version. The maternal and fetal 
mortality at the University Hospital is just 
a little above the lowest reported by the 
hospitals which reported in the United 
States. 

DIFFERENTIAL DIAGNOSIS OF PLACENTA 
PREVIA 


When placenta previa is present, there 
is very definite uterine bleeding without 
pain. This is due to the separation of a low 
implanted placenta which is one located 
anywhere in the area of dilatation, a true 
placenta previa. This must be differentiat- 
ed from premature separation of a normal- 
ly implanted placenta. An abruptio pla- 
centa occurs only about once in five hun- 
dred pregnancies, which is less frequent 
than placenta previa. With abruptio pla- 
centa there usually are signs of toxemia 
preceding the hemorrhage. Trauma may 
be a cause of premature separation which 
of course would rule out placenta previa. 
Other causes of hemorrhages should be 
ruled out early, such as erosion of cervix, 
ectopic pregnancy, and carcinoma. 


DIAGNOSIS 


The symptoms of placenta previa usual- 
ly make the diagnosis, but to determine 
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the type of placenta previa is not so easy. 
The finding of the placenta bruit just 
above the pubis is a fairly reliable indi- 
cation. 


It is now generally understood, that no 
matter how scant the bleeding may be, no 
attempt to confirm the diagnosis by va- 
ginal or rectal examination should be 
made until the patient is in the hospital 
and everything is ready for the treatment 
of hemorrhage and shock, and even be- 
fore we make this examination, unless 
there is too great a hemorrhage, we pre- 
fer the Ude and Urner method of inject- 
ing the bladder with sodium iodide solu- 
tion and making an x-ray picture. 


UDE AND URNER’S TECHNIC 


The bladder is first emptied with a 
catheter and forty cc. of a twelve and one- 
half per cent solution of sodium iodide is 
instilled. The object of using only forty cc. 
of the solution is not to fill the bladder 
too full so that when the placenta presses 
on the bladder it will be seen between the 
bladder and the fetal head. We use a five 
per cent solution instead of twelve and 
one-half per cent and it seems to give us 
just as good a picture and less bladder ir- 
ritation. A flat plate of the pelvis and 
lower abdomen is made. There should not 
be more than one centimeter’s distance 
between the shadow of the bladder and 
that of the fetal head if the placenta is not 
in that area. Sometimes there is a widen- 
ing of one side with a gradual turning out 
to the other side; this we believe to be 
due to partial placenta previa. In our 
judgment this is a great aid in diagnosing 
placenta previa from premature separa- 
tion and also seems to help in determin- 
ing the type of placenta previa. 


CASE REPORTS 


(These cases are all taken from the 
records of the University Hospital of the 
University of Oklahoma.) 


I wish to show some slides of cases in- 
stilled with five per cent sodium iodide 
solution, and our findings. Of course this 
method of making a diagnosis is not good 
in breech and transverse presentation. The 
first one is: 


CASE NUMBER ONE 


Case No. 90662, age twenty-one, para I, 
LOP, began bleeding at eight and one- 
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CASE No. 90662 


half months. Sudden, painless, uterine 
bleeding. Cross matched for transfusion. 
Temperature 98.6, pulse 80, hemaglobin 
76 per cent, RBC 3,550,000, WBC 15,400. 
Cystogram five per cent sodium iodide 
solution forty cc. instilled. 


Interpretation: Compression of upper 
contour of bladder, there is a soft tissue 
separating the head of the fetus from the 
filled bladder. 


Vaginal examination: Bright bloody dis- 
charge, cervix median position, almost 
effaced, dilated four cm. (two fingers), 
placenta felt in cervix, posterior. 

Diagnosis: Partial placenta previa, tip 
of placenta in cervix. 

Treatment: Voorhees bag No. 5 inserted; 
medio-lateral episiotomy; low forceps; 
mother and child living. 


CASE NUMBER TWO 


Case No. 90076, age thirty-nine, para I, 
position LOA, pregnancy eight and one- 
half months. Sudden, painless, uterine 
hemorrhage. Cross matched for transfu- 
sion. Cystogram five per cent sodium 
iodide solution forty cc. instilled. Inter- 
pretation: Bladder to be compressed by 
an engaged head and possibly by a pla- 
centa previa. 

Vaginal examination: In delivery room 
under sterile conditions. Placenta found 
posterior. 




















CASE No. 90076 


Diagnosis: Placenta previa marginalis 
posterior. 

Treatment: Membranes ruptures; Voor- 
hees bag No. 5; vagina packed with gauze; 
spontaneous delivery; almost precipitated; 
mother and child living. 


CASE NUMBER THREE 


Case No. 87349, age twenty-eight, para 
III, position LOA, pregnancy seven and 
one-half months. Painless, profuse, vaginal 
bleeding; cross matched for transfusion. 
Hemoglobin 66 per cent, RBC 3,580,000, 
WBC 9,000. Cystogram five per cent so- 
dium iodide solution forty cc. instilled. 

Interpretation: The bladder shows an 


impression along the upper and right side 
There is a separation from the head of 

















CASE NO. 87349 
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the fetus by a crescent form shadow which 
might represent the placenta. 

Vaginal examination: In delivery room 
under sterile conditions. Cervix dilated 
four cm. 


Diagnosis: Placenta previa marginalis 
right. 

Treatment: Rupture membranes; spon- 
taneous delivery; mother and child living. 


CASE NUMBER FOUR 


Case No. 90584, age thirty-three, para 
IV, position LOP. Sudden, causeless, pain- 
less, uterine hemorrhage. Hemoglobin 75 
per cent, RBC 4,150,000, WBC 17,300, cross 
matched for transfusion. Cystogram five 
per cent hippuran thirty cc. 

Interpretation: An impression of the 
upper wall; the head of the fetus projects 
about one and one-half cm. above the up- 
per contour of the bladder. 

Vaginal examination: Cervix effaced; 
membranes intact; dilated five cm.; pla- 
centa felt to left. 

Diagnosis: Placenta previa partialis to 
the left. 

Treatment: Rupture membranes; spon- 
taneous delivery; mother and child living. 
TREATMENT 

Before any method of delivery is at- 
tempted we should control bleeding, treat 
shock and anemia. 

















CASE No. 90584 


We must take into consideration the 
amount of blood lost, and with the sodium 
iodide injection of the bladder, and the 
aid of the x-ray; we can be reasonably 
sure of the type of placenta previa we are 
dealing with. Any patient that has had 
much loss of blood should be transfused, 
before any attempt is made to examine, 
or deliver the patient. This does not need 
to be a large transfusion; five hundred to 
eight hundred cc. is adequate. We use the 
citrate method with everything ready to 
treat hemorrhage and shock, when the pa- 
tient is prepared sufficiently, we make a 
vaginal examination; not a rectal because 
we wish not only to make a positive diag- 
nosis of the type of placenta previa, but 
to treat it vaginally, if necessary. If there 
is dilatation enough to feel the fetal head 
through the cervix, we know that we are 
not dealing with a central or total pla- 
centa previa but a partial or marginal 
type. In all cases of partial or marginal 
previa where there is effacement and more 
than four cm. dilatation, simple rupture 
of the membranes will start labor and is 
the treatment of choice. We very seldom 
use a bag. 


Placenta previa totalis or centralis is an 
indication for Cesarean section. Placenta 
previa partialis where the patient is a 
primipara with long cervix undilated, we 
classify with total placenta previa and 
section. 


The low, cervical Caserean section is 
preferred, because it allows vision of the 
placenta attachment and there is less tis- 
sue involved as the incision into the 
uterus is small and the baby is removed 
by forceps. One cc. of pituitary extract is 
given into the uterine muscle as soon 
as the baby is delivered, and when the 
placenta separates; if there is much bleed- 
ing at the placenta site, the bleediing ves- 
sels are caught by Ellis forceps and su- 
tured with No. 1 plain catgut. If we are 
unable to stop the bleeding in this way, 
the uterine mucosa is folded on itself with 
mattress sutures. In packing of the uterus 
with gauze, pushing the end of the gauze 
out through the cervix into the vagina is 
a help to control bleeding. We usually re- 
move it from twelve to twenty-four hours. 


Version with rapid dilatation of the cer- 
vix and immediate extraction of the fetus 
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is am unnecessary and _ unsatisfactory 
method of delivery. It gives a very high 
maternal and fetal mortality. 

SUMMARY 


1. All cases of bleeding in the later 
months of pregnancy should be in 
the hospital for diagnosis as soon as 
possible after the first hemorrhage, 
and should be sent there immediate- 
ly without vaginal examination or 
packing. 


Nh 


Treatment ought to be started as 
soon as the diagnosis is made. 


3. All cases of central placenta previa 
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should be sectioned. The low cervi- 
cal section is preferred as you are 
then in the area where the uterine 
bleeding is present and the bleeding 
vessels can be caught and tied or the 
uterine mucosa can be folded and 
sutured after the method of Doctor 
De Lee. 


4. If there is not too much bleeding 
and shock, all cases should have the 
bladder injected with sodium iodide 
solution and x-ray taken to deter- 
mine the type of previa which will 
show, unless the presentation is 
breech or transverse. 


The Nervous Child* 


CarROLL M. Pounpers, M.D., F.A.C.P. 
OKLAHOMA CITY 


In this discussion I shall deal briefly 
and in a somewhat elementary way with 
some of the ailments that occur in early 
life and at the same time I shall try to 
show how these are correlated with cer- 
tain characteristics which are inherent in 
the makeup of the individual. I hope that 
such a presentation will be accepted as 
being in harmony with what might be 
called the present day trends in the prac- 
tice of medicine. I think we have all 
sensed the fact that in order to widen our 
scope of usefulness we must in addition 
to studying diseases and their character- 
istics, give a proportionate amount of at- 
tention to the study of the people who 
are to have these diseases. We are obliged 
to better acquaint ourselves with our pa- 
tient’s constitution, his susceptibility to 
injurious agencies, his ability to carry 
loads (both physical and mental), and his 
capacity for satisfactorily adjusting him- 
self to a complex and sometimes bewil- 
dering environment. We must not only 
strive to make the span of life longer, but 
we must help to-make it more satisfac- 
tory as well. 


The individuals dealt with here possess 





*Read before the meeting of the Oklahoma Pediatric 
Society in Tulsa, May 11, 19387. 


no characteristics which do not belong, in 
some degree, to every normal person. But 
they do possess some of these character- 
istics to such a quantitative degree as to 
make them conspicuous. Since their chief 
claim to our attention seems to come from 
the fact that certain parts of their auto- 
nomic nervous systems are over active, a 
brief preliminary review of some of the 
things which are known about this sys- 
tem is in order. 


Figure 1 is a diagram of the autonomic 
nervous system showing the brain, mid- 
brain and spinal cord on the left. The 
lines running out from the brain and cord 
represent the preganglionic neurones. The 
lines extending beyond these ganglia are 
the autonomic fibres running to the inner 
organs. The system is divided into three 
parts: (1) The cranial division connected 
with the upper part of the cord and mid- 
brain; (2) the sacral division connected 
with the lower part of the cord; (3) the 
sympathetic division connected with the 
intermediate part of the cord. The cranial 
and sacral divisions together constitute 
the parasympathetic side and, although 
supplying different regions, have a simi- 
lar function which is always antagonistic 
to the sympathetic. The cranial division 
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through the vagi depresses the activity of 
the heart, while the sympathetic stimu- 
lates it to greater activity. The cranial in- 
creases the glandular and muscular activi- 
ty of digestion in the upper and the sacral 
in the lower part of the intestine, while 
the sympathetic diminishes these activi- 
ties in both regions. Generally speaking, 
if the parasympathetic division accel- 
erates, the sympathetic depresses; if the 
former inhibits, the latter stimulates. 


Increased activity of the sympathetic 
system as a whole should produce, among 
other effects, dilatation of the pupils, ac- 
celeration of the pulse rate, increased 
blood pressure, a lowered sugar tolerance, 
lowered secretion and motility of the stom- 
ach and intestines and atonic constipation. 
Also a pure sympatheticotonia would cause 
the individual to be lively, easily excit- 
able and subject to changeable moods. 

Hyperactivity of the parasympathetic 
system (vagotonia) affects mainly the 
cardio-vascular apparatus, the bronchi, the 
digestive tract and the skin. Through in- 
creased tone of the vagus the heart beats 
more slowly and may even develop extra 
systoles. If the vagal innervation of the 
bronchi is hyperactive there may be 


anglronated 
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spasms of bronchial muscles, swelling of 
the mucosa through vaso-dilation and in- 
creased production of thick mucus rich in 
eosinophiles (bronchial asthma). Vago- 
tonia produces in the digestive tract a va- 
riety of symptoms. In the lower part of 
the esophagus or in the cardia itself 
spasm may occur. The stomach may react 
by increased secretions (hyperacidity), 
hypermotility, spasms and vomiting. Gas- 
tric ulcer is common in later life. The in- 
testine also reacts with hypermotility and 
hypersecretion. The increased peristalsis 
may be limited to the small intestine caus- 
ing only rumbling or gurgling noises with 
colic or it may effect the whole intestine 
resulting in diarrhea as well. Spasm of the 
colon, especially in the lowest part causes 
spastic constipation. An abnormal pro- 
duction of large quantities of mucus re- 
sults in mucous colitis. As to the skin, 
there is first a liability to increased per- 
spiration. Since the sweat glands are sup- 
plied by fibres from the sympathetic sys- 
tem, this represents a hyperactivity of the 
whole autonomic nervous system rather 
than just the parasympathetic side. Ab- 
normal reactions of the vessels of the skin 
are seen but these too represent a hyper- 
activity of the whole autonomic system. 


Vasomotor for Head 


FIGURE 1. Schematic illustration of the autononomic nervous system (after Meyer and Gottlieb). 
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These reactions in mild form consist of 
red, white and mixed dermagraphia. A 
tendency to urticaria and other allergic 
reactions is not uncommon. In so-called 
vagotonic infants a tendency to exudative 
processes in the skin and mucous mem- 
branes is frequently seen. The carbohy- 
drate tolerance is high. In a pure vago- 
tonia the psychic behavior is slower and 
quieter than in the sympatheticotonic per- 
son. 

As a matter of fact, it seems that a pure 
sympatheticotonia or a pure vagotonia 
rarely if ever exists as such. Overactivity 
of these opposite sets of nerves is patchy 
and may occur in more or less distinct 
segments of the two sides at the same 
time. For instance, it is fairly common to 
have a sympatheticotonia in regard to the 
cardio-vascular and ocular innervation 
and at the same time a vagotonia in the 
digestive tract. Thus we may see all sorts 
of variable and inconstant reactions af- 
fecting the different organs and systems. 

We shall now proceed to discuss briefly 
some of the common disturbances and ail- 
ments of early life which appear to be 
associated with overactivity of this sys- 
tem either in its entirety or, more often, 
in certain parts. 

At birth the baby is apt to be a normal, 
healthy individual, in no way different 
from the average newly born child. He is 
put to the breast and gets along well for 
a while. But even during the first few 
days or weeks he may develop evidence 
of an overactive autonomic nervous sys- 
tem, particularly of the parasympathetic 
side. He may begin to frighten every one 
by spells of cyanosis and dyspnoea. A 
roentgenogram of the chest should be 
made since an enlarged thymus might be 
a possible explanation. If so, relief gener- 
ally follows x-ray therapy. In the absence 
of an enlarged thymus a calcium deficien- 
cy is possible, and if present, is relieved 
by administering calcium, both by mouth 
and parenterally. Another factor which 
might be responsible is a low blood sugar 
which can be relieved by giving glucose 
and sugar by mouth or glucose intraven- 
ously. Atelectasis must aiso be looked for. 
But in many instances careful investiga- 
tions do not reveal any cause for the 
symptoms and one may be justified in as- 


suming that there is some autonomic im- 
balance. 

The baby may escape the trouble just 
mentioned or successfully pass through it 
and then develop gastro-intestinal symp- 
toms pointing to a vagotonia. After nurs- 
ing he begins to twist and writhe about 
and show signs of distress until he finally 
brings up some of his food. This may rap- 
idly develop into the well known pyloro- 
spasm where each nursing is followed by 
evident distress, with visible gastric peri- 
stalsis, until the entire feeding is expelled 
with a gush. There then follows a period 
of relaxation which is soon interrupted by 
the cry of hunger. The next feeding is 
gulped down rapidly only to return in a 
short time. If this continues, unrelieved, 
we soon see a starving, dehydrated infant 
who cries day and night and who may de- 
velop an elevation of temperature. Many 
such cases are relieved by beginning with 
one drop of a one to two thousand solution 
of atropine preceding each feeding and 
gradually increasing this until it either 
relieves the symptoms, causes a flushing 
of the skin or produces general abdominal 
distension. It acts by inhibiting or para- 
lyzing the motor endings of the para- 
sympathetic fibres. If either the second or 
third condition comes about before the 
symptoms can be relieved then the dosage 
can be reduced and phenobarbital given 
along with the atropine. We can begin 
with 1/16 grains before feeding every 
three or four hours and increase this, if 
necessary, to as much as 1/4 grain unless 
it produces undue drowsiness. Its action 
is that of a general nerve depressant. It 
is usually well tolerated and is often given 
over a period of several months without 
harm. Cases of definite hypertrophic py- 
loric stenosis will not be relieved by this 
or any other medical treatment but will 
generally do well following a pyloroplasty 
unless the condition is allowed to run too 
long before the operation is performed. 

For those who escape or survive the 
above difficulties other trouble may be in 
store. In these instances the food, whether 
breast or the bottle, seems to be of the 
right amount and proper quality, is well 
taken and may produce satisfactory gains 
in weight. Still the child has much dis- 
comfort which appears to result from over 
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activity of the entire digestive tract. He 
sleeps badly, has frequent, loose, irritating 
bowel movements and spits up a good 
deal. He passes much mucus and some- 
times blood but seems otherwise well and 
hardy. Changing from the breast to the 
bottle or from one type of food to another 
may give temporary relief with a return 
of the trouble sooner or later. Adjusting 
the relative amounts of fats, sugars and 
proteins gives no satisfactory results and 
lactic acid milk generally increases the 
symptoms. Efforts to correct the condition 
and make the baby more comfortable may 
result in a diet that is deficient and lead 
to malnutrition. These symptoms point to 
a vagotonia with allergy as a possible pre- 
cipitating factor. It has been proven that 
when milk is first taken by young infants 
its proteins may be absorbed in antigen 
form and cause a specific sensitivity. Most 
of them get along reasonably well on a 
formula of evaporated milk, water and 
sugar with the protein broken down by 
being boiled one or two hours or longer. 
A good proportion of them will require 
small doses of phenobarbital every three 
or four hours. If necessary, this can be 
continued for weeks or even months with- 
out harm. 


Simultaneously with or closely follow- 
ing the above condition one may begin to 
see manifestations of allergy with vago- 
tonia in other parts of the body. The skin 
of the face and scalp becomes dry and 
roughened and starts to itch. In a com- 
paratively short time a definite case of 
infantile eczema may develop with all the 
itching, discomfort and restlessness that 
go with it. Generally, it cannot be entirely 
relieved during the first year but can be 
managed fairly satisfactorily if the fol- 
lowing measures are carried out. If the 
baby is on the breast keep him on it but 
try the effects of eliminating from the 
mother’s diet such foods as eggs, milk and 
wheat or any such foods as have been 
known to cause indigestion or hives. If 
he is on the bottle use a formula of evap- 
orated milk, water and sugar which is 
cooked one or two hours. Discontinue the 
use of soap and water on the eczematous 
areas and have them cleaned with olive 
oil or mineral oil. Use some mild ointment, 
preferably one containing small amounts 
of crude coal tar. Prevent scratching. If 
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necessary, give sufficient doses of pheno- 
barbital to secure a reasonable amount of 
comfort and sleep. It will generally clear 
up during the second year. 


The next condition to be mentioned is 
connected with the respiratory system 
and may not reveal itself until late during 
the first year or not until the second, 
third, fourth or even fifth year. It gener- 
ally appears first during the winter 
months and is apt to show up suddenly 
during the night. We get an urgent call 
to see the child because he has awakened 
with a croupy cough and has difficult 
breathing. We find him sitting up in bed 
or in some one’s arms, his breathing is 
rapid, labored and noisy and there is a 
hoarse, persistent cough. He has what we 
call spasmodic croup. He is made reason- 
ably comfortable by carrying out some or 
all of the following procedures. Close the 
windows and warm the air in the room; 
apply warm fomentations to the throat 
and chest; if a croup kettle can be made 
available apply steam inhalations; give 
some mixture containing an expectorant 
(such as syrup of ipecac) with a sedative 
(such as paregoric, codeine, luminal or the 
bromides). Since the trouble is apt to get 
better during the day only to return at 
night for two or three nights the child 
should be kept in during the day and given 
the sedative expectorant mixture if he 
continues to wheeze or cough. 


Again we may be called at most any 
hour of the day and find the child breath- 
ing very rapidly and with considerable 
difficulty. The temperature may show an 
elevation of only a degree or two but it is 
sometimes as high as 103 or 104. The pulse 
is rapid and a superficial impression may 
be that the child is dangerously ill with 
pneumonia. A closer inspection shows that 
the breathing difficulty is largely expira- 
tory and that there is not the degree of 
toxemia and prostration as at first ap- 
peared. The stethoscope reveals a very 
noisy type of breathing with many musi- 
cal rales, more pronounced on expiration 
and heard over the entire chest. Generally 
no areas of dullness or abnormal bronchial 
breathing are found. The apparent fact 
that it is a case of asthma and not a true 
pneumonia allows us to give a good prog- 
nosis and to predict that the child will 
probably be up and around in a very few 
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days. During the attack it is better to 
close the windows and shut out direct 
drafts. Adrenalin overcomes the vagotonia 
by stimulating the sympathetic side and 
gives satisfactory temporary relief. Suit- 
able doses of ephedrine with atropine and 
some such sedative as codeine furnish less 
marked but more lasting results. Other 
attacks will very likely follow but if there 
are only one or two a year we may be 
satisfied to do what we can to relieve each 
one with the hope that the child will final- 
ly overcome the trouble. If the attacks ap- 
pear to be of increasing frequency it is 
probably better to have a thorough in- 
vestigation, including skin tests, in an ef- 
fort to get at and correct the precipitating 
cause or causes. 


The itching of the nose, paroxysms of 
sneezing, frequent and prolonged head 
colds with other evidences of hay fever 
are not so acute or sensational in the mode 
of onset. Still this condition is fairly com- 
mon as these children grow older and is 
treated by methods corresponding to those 
used in adults. Well developed seasonal 
hay fever is not generally seen till later 
childhood. 

Other characteristics commonly appear 
in the makeup of this kind of child. Dur- 
ing the first year he is apt to have a good 
appetite and if given enough food that he 
can tolerate he gains weight well and 
weighs as much or more than the average 
for his age. He often does this in spite of 
the fact that he cries much, sleeps poorly, 
vomits some and has too many bowel 
movements. From almost the beginning 
he is an over active, over alert individual 
who is highly responsive to all sorts of 
stimuli and in whom the instincts that 
make for self preservation seem to stand 
out. In spite of careful handling, by the 
end of the first year or during the second 
year, he often becomes very apprehensive 
and is hard to examine or treat. Due to 
his hyperresponsiveness and over alertness 
he may begin to be wary of almost any 
procedure. Because of this fear and dis- 
trust, accurate weighing is something of 
a problem and he may seem to regard the 
stethoscope as a deathdealing weapon to 
be avoided at any cost. He may be so ter- 
rified by any ordinary procedure that 
bringing him to the office for an examina- 


tion gets to be no small task. During such 
happy moments as he is not crying and 
objecting to something he is usually ex- 
ploring and investigating so that, if his 
stay in the office is very much prolonged 
he is apt to leave things badly disarranged. 
Even at this early age his entire waking 
time is filled with activity; he does much 
climbing and investigating but generally 
takes care of himself reasonably well. If 
dealt with fairly and truthfully he can be 
reasoned with by the time he is three or 
four years old and becomes a very easy 
patient to handle. He generally continues 
to be healthy and robust unless he devel- 
ops some chronic allergic condition which 
weakens him. The food allergy is usually 
outgrown and his eating is satisfactory 
unless too much care and parental solici- 
tude interferes. In school he generally 
rates well unless his overactivity gets him 
into trouble and brings about an unpleas- 
ant relationship with the teacher or other 
students. 

The study of this hyperactive, restless, 
curious individual is fascinating and if 
time permitted it could be carried through 
his later childhood and adolescence. There 
are problems which are peculiar to each 
age. It is not likely that any one child will 
show all the manifestations I have men- 
tioned and in the sequence given; but, on 
the other hand, many characteristics have 
been left untouched. While there appears 
to be a fairly close correlation, I do not 
wish to convey the idea that all children 
possessed with an over active nervous sys- 
tem are allergic. Nor do I wish to infer 
that every allergic child has this sort of 
personality. Furthermore, I recognize the 
fact that many so-called nervous children 
are such purely as a result of being mis- 
managed and spoiled. I have tried, in this 
sketchy way, to present a type of child 
who is not abnormal but who represents 
an exaggeration of what is more or less 
common to all. I plead for a better under- 
standing of him. He is more difficult to 
work with than the child who is orderly, 
obedient, quiet, reserved and well behaved 
but, at the same time, he is apt to become 
a more efficient member of society. Give 
him a chance and he will grow up to bear 
at least his fair share of the burdens. And 
he will go on and reproduce his kind 
and the cycle will be repeated. 








Malignant tumors of the eye form a 
very small fraction of the clinical material 
of a practicing ophthalmologist. While we 
have all seen cases of successful extirpa- 
tion of malignant tumors of various types 
in this domain, the statistics of the surgi- 
cal results obtained by any single opera- 
tor or institution would be most inade- 
quate. 

The high percentage of cures among 
cases of carcinoma of the lids and conjunc- 
tiva is not surprising. The majority of 
these belong to the group of basal cell 
carcinoma of low malignancy but of great 
local destructive power. Occuring in or 
near the eye, they usually come to opera- 
tion at an early stage. 

The old adage that when misfortune 
overtakes one, it is usually followed by 
two more, and it has been my fortune or 
misfortune to have had three cases of 
malignancies in close proximity. 

The first one of these cases came to me 
January 17, 1936—Wm. P. J., seventy-six 
years of age, farmer, who came with the 
diagnosis of pterygium on the left eye. He 
gave a history of a growth appearing on 
the left eye several years ago which de- 
veloped very gradually and was very 
small at first, but the past year it had de- 
veloped very rapidly and completely cov- 
ering the pupil. He gave no history of 
trauma and has not had any pain at any 
time and probably would not have sought 
treatment had it not been that the growth 
obstructed the vision. The growth had the 
appearance of a pterygium and extended 
all the way across the cornea and was at- 
tached to the conjunctiva on either side 
but was not attached to the cornea. The 
growth was removed by dissecting back 
about five mm. from the cornea and an 
attempt was made to pull the conjunctiva 
down over the wound on each side, but it 
was so friable that the stitches would not 
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hold, so it was necessary to dissect farther 
from the cornea which should have been 
done in the first place, as no doubt all of 
the new growth had not been removed at 
first. The cornea had a steamy appearance 
but cleared up considerably after the op- 
eration and six months after, there was no 
recurrence and the cornea was very much 
clearer. 

Pathological Report: The specimen con- 
sists of one small piece of grayish soft tis- 
sue. The center is bloody. Frozen sections 
show that the tissue consists throughout 
of irregular large groups of oval shaped 
cells. These cells are distinctly embryonal 
in type. They have a small acidophil nu- 
cleolus. The plasma of the cells has a 
varying staining affinity and the size is 
differing to a great degree. Some of them 
are twice as large as others and vacuolic 
and these major ones are showing deep 
staining. In Van Giesen stains it is re- 
vealed that these cells show reddish color 
which is evidence that they have been de- 
rived from connective tissue. Pathological 
diagnosis: Gliosarcoma. 

The second case, Mrs. Mary C., age 
thirty-five. housewife, was first seen May 
25, 1936, relative to a pain in her left eye 
and cloudy vision. Upon examination she 
was found to have an amaurotic, or cat’s 
eye; tension below normal and upon oph- 
thalmological examination, a tumor occu- 
pying possibly a third of the eyeball was 
discovered. A careful history elicited no 
record of any malignancies in the family 
and no history of trauma. Enucleation of 
the eye was recommended but the patient 
would not consent, but returned for obser- 
vation over a period of two months, during 
which time the tumor had developed until 
the entire globe was filled with the tumor 
mass. The eye was enucleated July 1, 1936. 
The pathological report was as follows: 
The specimen shows on thin paraffin sec- 
tions that it consists throughout of large 
elongated irregular cells. They contain a 
large pale nucleus irregular in shape and 
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size. In the center an acidophilic nucleolus 
can be seen. These cells are of the spindle 
shape and large groups are interwoven. 
There is no capsule to be seen. In Van 
Giesen stain it is revealed that thin strands 
of fibrous tissue are between the alveolar 
arrangement. Only occasionally mitotic 
figures are to be seen. Pathological diag- 
nosis: Spindle cell sarcoma. 


Third case was Wm. P. Z., age two. This 
child was brought in for examination with 
a history that the swelling in the left eye 
was first noticed a year previous. At the 
same time they noticed that he had a con- 
vergent squint. Soon after this the pupil 
dilated and the eye was noticeably larger 
than the other, but he never seemed to 
experience any pain. A diagnosis of glioma 
of the retina was made and the eye was 
enucleated August 25th. The pathological 
report confirmed the diagnosis of glioma 
of the retina, round cell sarcoma type. On 
September 27th, one month and two days 
later, the orbit was again filled with 
tumor mass, which was removed and the 
orbit exenterated. October 5th, the tumor 
had recurred and radium was inserted, 
fifty mg. screened with one mm. of brass, 
twelve hundred mg. hours. The same 
treatment was repeated on December 
12th, and on the following January 13th, 
the patient died. 


Pathological Report: On several sec- 
tions through tumor and retina the new 
growth shows the same structure. The 
retina is partly destroyed and very numer- 
ous small round cells are in crude and 
rosette like formations which are separat- 
ed by a thin line of endothelium. The 
cells themselves show a difference in size 
and many mitotic figures. Between them 
sometimes glioma fibrils are to be seen. 
Also in the tissue which surrounds the 
eyeball and opticus nerve and in the fat 
tissue, the same kind of round cells are to 
be seen. 


Friedenwald of the Wilmer Institute re- 
ports eighteen cases of malignancies in 
which enucleation was performed before 
extrabulbar extension had occured, eleven 
or sixty-one per cent, survived for five 
years or more. Here again we have evi- 
dence of the importance of early diagnosis 
and treatment. Not all of these can be 
counted as permanent cures, for it is well 


known that late development of metastatic 
growths, five, ten, even twenty years, 
after removal of the primary growth may 
occur in these cases. 

Rodenbaugh reports several cases of 
orbital tumors treated by radiation and 
says those located in the conjunctiva and 
cornea, with a maximum conservation of 
normal tissue looking to clinical cure 
should be given first consideration. Types 
of localized tumors of the iris, or ciliary 
body, of doubtful nature, have been favor- 
ably influenced by radiation, and such 
treatment should receive consideration 
before resorting to radical surgical meth- 
ods. It is of greater importance to secure 
clinical regression of a new growth, with 
conservation of essential structures, than 
to have a histological study, with loss of 
function. 


Sarcoma of the orbit may arise from a 
great variety of cell types—originate in 
connective tissue, muscle, nerve, perios- 
teum, fat or lymphocytes. An analysis of 
fourteen cases from the Memorial Hos- 
pital, New York, showed that the twelve 
patients who could be traced, lived, on an 
average, only one year after the first man- 
ifestation of the new growth. Regardless 
of the treatment, whether it was radiation, 
operation or both, a rapidly fatal course 
occurred. These figures are perhaps no 
more discouraging than those for sarcoma 
elsewhere in the body. It is usually said 
that the younger the patient the more ma- 
lignant the tumor. This was true of the 
cases at the Memorial Hospital in which 
the youngest patient was fifteen months 
old and the tumor proved fatal in five 
months. The average age was ten years. 

Sewartz in the Australian Medical Jour- 
nal reports a case of a woman forty-three 
years of age who consulted him for fail- 
ing vision in her left eye and from his de- 
scription, this case was similar to our 
number one case. She had a transverse 
growth across the left cornea six mm. 
wide extending from limbus to limbus; 
the conjunctiva appeared free from any 
growth and the cornea above and below 
the growth was quite clear and transpar- 
ent. The growth itself was fleshy in ap- 
pearance and raised from the cornea and 
had large blood vessels extending across 
it. Its appearance was like an overgrowth 
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of conjunctiva across the cornea. The eye 
itself was congested and there was no 
palpable enlargement of any lymphatic 
glands. She stated that the growth had 
been present for about two years com- 
mencing on the inner side of the eye and 
that in the last two months had grown 
considerably. There had been some pain 
earlier, but not for some time. The tumor 
was considered malignant and enuclea- 
tion was advised at it would be impossible 
to preserve the sight. At the operation a 
considerable portion of the conjunctiva on 
each lateral side of the cornea was re- 
moved with the globe. The conjunctiva 
was quite free and appeared to be normal. 
One month after the operation she had 
one deep x-ray treatment. The pathologi- 
cal report showed a squamous cell carci- 
noma of the conjunctiva and limbus, which 
is quite rare. 


In conclusion, will say that the terminal 
results in ocular malignancies depends on 
an early diagnosis, the age of the patient, 
and the type of tumor, as the glioma and 
melano-sarcoma do not give very encour- 
aging results. 


t) 
Vv 


Glioma of the retina is a disease of the 
very young and if recognized early, an 
enucleation will often prevent metastasis, 
but in the infant I have reported the in- 
fection was so malignant and had devel- 
oped to such an extent before I saw it 
that the prognosis was bad from the be- 
ginning. I recently refracted a young lady 
who had a glioma of the retina and the 
eye was enucleated twelve years ago by 
our old friend, Dr. Moulton, of Fort Smith, 
Arkansas; and there has never been any 
signs of metastasis and the socket con- 
tinues to have a healthy appearance. 


In case number two, the thirty-five year 
old lady with the spindle celled sarcoma, 
reported recently very much improved in 
health with no signs of metastasis. She has 
regained the twenty pounds which she 
lost while suffering with this eye. 


I think we are all agreed that the end 
results depend a great deal upon an early 
diagnosis in cases of this type and whether 
the treatment is surgical or radiation, no 
time should be lost in the application of 
same. 





Unusual Aspects of Lichen Planus* 


JAMES STEvENSON, M.D. 
TULSA 


Lichen planus, while a somewhat un- 
common cutaneous disease, is an extreme- 
ly interesting and important one; interest- 
ing because of the bizarre lesions it 
sometimes gives rise to, and important 
because of its striking resemblance, in 
some aspects, to secondary syphilis. Like 
syphilis, it often occurs in the mouth and 
on the genitalia, annular lesions are not 
uncommon, and it ordinarily responds 
well to arsenic, bismuth and mercury 
medication. 

The ordinary form, affecting the flexor 
aspects of the wrists and forearms and the 
inner aspects of the thighs, with the angu- 





*Read before the Section on Dermatology and Radiology, 
Annual Meeting, Oklahoma State Medica] Association, Tul- 
sa, May 11, 1937. 





lar, red and subsequently violaceous pap- 
ule, with its shining, flat and sometimes 
umbilicated top, forms a classical derma- 
tological picture. Microscopically, too, the 
lichen planus papule presents a typical 
picture, which persists, although modified, 
in the aberrant types of the disease. Early 
there is a cellular infiltration about the 
upper horizontal layer of vessels and about 
the vascular network of the papillae. Then 
occurs a rapid acanthosis, with lateral 
stretching of the prickle cells. Finally 
hyperkeratosis ensues. During the rete 
changes, the cellular invasion proceeds in 
the pars papillaris and the upper part of 
the corium. An almost pathognomonic 
feature of this cellular infiltration is its 
sharp limitation, the lower border is al- 
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most exactly straight. The above facts are 
elementary and well known to you derma- 
tologists. I wish, however, to speak about 
several features of the disease which have 
been of especial interest to me. 


The text books state that the causes of 
lichen planus are obscure. Some attempts 
have been made to prove it an infectious 
disease. In 1933 Jacob and Helmbold re- 
ported they had isolated an anaerobic, 
non-mobile, unencapsulated, non-spore 
bearing, gram negative bacillus, in twenty- 
five of twenty-eight cases examined. 
Furthermore in skin inoculations in human 
skin they were able, in a few cases, to 
produce lesions which clinically and histo- 
logically were lichen planus. Rudolph 
Bezecuy in 1934 reported implanting le- 
sions from four human untreated cases 
into the corneas of six rabbits. In two to 
three weeks a blue-red urticarial eruption 
appeared on the animals, followed bv a 
hemorrhagic erythema and alopecia. De- 
squamation then occurred, followed by re- 
growth of hair, all this occupying two to 
three months. In one case transference 
from animal to animal was successful. 
Most authors are impressed by the fre- 
quency of mental strain and anxiety in 
the history of sufferers from lichen planus. 
Eller, for instance, states that he had an 
unusual number of cases in men during 
the fall of the stock market. Little, how- 
ever, reports that there was no increase 
in the disease in England during the 
World War. Goldsmith, too, examined 
great numbers of patients admitted to an 
English nerve hospital, and failed to find 
any increase in lichen planus cases over 
those found elsewhere. The fact will not 
down, however, that most of the patients 
are laboring under great mental stress. I 
have treated forty-six cases in the past 
ten years, and find that all but six gave a 
striking history. Illustrative of this factor 
are the following excerpts from patients’ 
statements: 


“Lost my husband one year ago, and 
feel lost in the world.” 

“My husband is a terrific drinker, and 
stays out nights frequently, without offer- 
ing any reason.” 

“Have a urethral stricture, which no 
doctor seems to relieve.” 


“Have the care of my grandchildren, 


whom I cannot afford to rear properly, be- 
cause my daughter and her husband can- 
not get along together.” 

Goldsmith says that while there are no 
psychogenic skin diseases recognizable as 
such by sight, pathological cutaneous phe- 
nomena are conditioned by the psychical 
state, in their development, course and 
curability. One would expect this psychi- 
cal influence on the skin to be as great, or 
greater, than upon any other organ, since 
it is the one of which the mind is most 
conscious. Reflection on these matters, and 
the fact that one of my patients recovered 
after four injections of manganese butyr- 
ate, make one wonder how much psycho- 
therapy plays in the cure. 

The matter of recurrence in lichen pla- 
nus has incurred little comment. Little in 
his classical study of nearly two hundred 
fifty cases, reported one case with two 
recurrences. Pels and Ginsberg in 1929 re- 
ported one recurrent case, and in discuss- 
ing the paper Michael remembered one 
case with two recurrences; Eichenlaub, 
two cases; and Ketron, one case. Lord, 
however, has had four cases of recurrences 
in thirty-three cases, nearly twelve per 
cent. I have had one case, a woman in 
mental distress because of her husband's 
infidelities. This patient recovered in ten 
weeks under mercury and x-ray therapy, 
but returned in four months with an acute 
lichen planus following an automobile 
wreck and a subsequent law suit. 

Lesions of the buccal mucosa are ex- 
tremely common in lichen planus, as are 
lesions upon the glans penis, vulva and 
about the anus. The buccal lesions are 
most common on the “cutaneous part” of 
this mucosa, from the commissures of the 
mouth backward to opposite the last 
molar, but may occur on the tongue and 
other areas. The eruption consists of super- 
ficial grayish white lesions in the form of 
minute puncta, linear streaks, annular 
lesions and reticulated or solid areas. 
There is very little roughness or none at 
all on palpation, and the subjective symp- 
toms are trifling, a little burning or sore- 
ness. The disease in this location is more 
resistant to treatment than cutaneous 
lichen. Reports have been made by Howard 
Fox and others on lichen planus confined 
to the mouth. Recently Gougerot de- 
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scribed the disease of the oral mucosa 
accompanied by widespread itching but 
no eruption on the skin. It is, therefore, 
important in generalized pruritus to ex- 
amine the mouth. 


Bullous lesions have been reported in 
lichen planus by John Lane, Stillians, 
Cleveland and others, and lichen of the 
nails by Vero. I have never been able in 
my own cases to note any nail changes 
which I believed due to the disease in 
question. From the descriptions given 
there is a peculiar yellowish-gray discol- 
oration of several parallel longitudinal 
striations, with brittleness and splitting of 
the nail plates. Subunguinal hyperkera- 
tosis is apparently absent. 

Considerable interest has been shown in 
this country in the irradiation of the spinal 
column in the treatment of lichen planus 
and other pruritic disorders. The reports 
of Driver and Foerster would indicate 
that this therapy is of considerable bene- 
fit. Different techniques have been used, 
corresponding to different ideas as to the 
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actual structures it is intended to influ- 
ence, whether spinal nerve-roots or the 
sympathetic chain. In the deep technic 
cross-firing is utilized. The thoracic or 
lumbar regions, or both, are divided into 
four to eight areas, with an inclination of 
the x-ray tube to forty-five degrees, and 
each area given one-half to five-eights 
erythema dose with the tube perpendicu- 
larly over the spinous processes. I have 
used the Gouin or superficial method in 
two cases of generalized acute lichen pla- 
nus without any but local resolution of 
the cutaneous lesions. I have not attempt- 
ed the deep technic for fear that radiation 
powerful enough to influence the spinal 
roots might also be powerful enough to 
produce more serious changes in the spinal 
cord. To me, the local treatment of the 
affected areas with x-ray, plus the intra- 
muscular use of mercury or bismuth salts 
and occasionally an arsenical has proven 
a satisfactory scheme of treatment, if it is 
supplemented by attention to the patient’s 
general health, and especially a sympa- 
thetic attitude towards his mental health. 


The Treatment of Gonorrhea in the Male* 


D. W. BrRanuaM, M.D. 
Instructor in Urology, University School of Medicine 


OKLAHOMA CITY 


CHAPTER VIII 
CHRONIC PROSTATITIS—TREATMENT 


The keynote of therapy in chronic pros- 
tatitis is digital massage per rectum of the 
infected gland. However, it must be em- 
phasized that massage during the acute 
manifestations of the infection is definitely 
contraindicated. To do so not only invites 
distressing complications, but no thera- 
peutic good is derived from the procedure. 


The beneficial results obtained from 
massage of the chronically infected pros- 
tate are unique and hardly parallelled by 
any similar therapeutic procedure. We do 
not know the exact details as to why in- 


*This is the fourth installment of “The Treatment of 
Gonorrhea in the Male.” Previous installments appeared in 
the May, June and July issues of The Journal. 


fection is eliminated from the prostate by 
massage. Doubtless the mechanical pro- 
pulsion of infected material from the 
glands and their ducts is an important but 
not a complete explanation for its benefit. 
Probably as much good follows the ab- 
sorption in the blood stream of toxins and 
possibly bacteria induced by the massage 
and which in themselves produce an auto- 
vaccinating effect in the individual. Of 
minor importance is the reduction of con- 
gestion and improvement in circulation 
incident to the manipulation which favors 
cure. With these principles in mind, it can 
be realized that massage performed too 
frequently or too roughly defeats the very 
reasons by which it traces its therapeutic 
effectiveness; the gland becomes irritated 
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and the system overly perfused with anti- 
genic substances before their full curative 
effect is obtained. 


Prostatic massage is performed using a 
very definite technic. Because many have 
not mastered the principles of its correct 
application explains much of the disap- 
pointing results obtained. One caution 
must be followed; and that is pain should 
never accompany the procedure. The pro- 
duction of pain either means that the tech- 
nic is in error or the prostate is too acute- 
ly inflamed for such treatment. 

A properly performed prostatic massage 
is begun by placing the patient in the 
knee chest position on an examining table. 
The finger is inserted in the rectum—well 
lubricated—and follows the gland upward 
as far laterally as possible with its ball 
pressed rather firmly down. The amount 
of pressure is dependent somewhat on the 
acuteness of the disease process as well 
as the tolerance of the individual. As the 
ball of the finger is brought forward par- 
allel with the urethra, there is gained the 
impression of “give” to the deeper glandu- 
lar tissues. The rectal mucosa must be dis- 
regarded in obtaining this sensory impres- 
sion. Care must be exercised not to press 
or rub the superficial tissues but endeavor 
to obtain the peculiar feel of “springy re- 
sistance” that the glandular tissue imparts 
to the massaging finger. The sensation is 
not unlike that which one gains in the 
process of expressing milk from a cow’s 
udder. Each stroke must follow straight 
down from base to apex of the prostate 
and not in a circular or transverse course. 
Four to five strokes, each one progressive- 
ly closer to the mid-line for each lobe is 
sufficient for a treatment with the last 
maneuver bringing the finger straight 
down the mid-line and out the anus which 
evacuates the massaged secretion past the 
sphincter to the urethral meatus. It must 
be inferred that massage should never pro- 
duce pain, but should be vigorous enough 
to achieve results. Extreme gentleness is 
often inadequate for therapeutic results. 
However, judgment in this respect must 
be gained by observation and practice. 

Massage of the prostate should not be 
performed more often than every three to 
five days; more frequent than this induces 
irritation and less often is not productive 


of much benefit. Prostatic massage per- 
formed over long periods of time is also 
conducive to irritation. Ten to twelve 
treatments over a six-week period is suffi- 
cient for a course, following which it is 
advisable to allow a period of rest from 
this type of treatment. 


What is to be done about the secondary 
urethritis in these long standing, persis- 
tent infections of the prostate? In the ma- 
jority of instances the inflammation of the 
urethra seems to be of incidental impor- 
tance and one observes as the prostatic 
focus improves the inflammatory reaction 
of the urethral mucosa tends to disappear 
spontaneously. Nevertheless, it may be 
necessary to direct the attention toward 
cleaning up an annoying catarrh in this 
region. It may be treated under two head- 
ings: medical and surgical. 

Medical treatment comprises filling the 
bladder full of 1:8000 permanganate solu- 
tion or some other mild antiseptic of simi- 
lar concentration, and then performing 
massage followed by an evacuation of this 
solution. A stronger solution, preferably of 
the silver salts is then instilled by an- 
terior-posterior technic and allowed to re- 
main for a short time. If the case is quite 
recent, t. e., within three or four months 
of initial infection, anterior-posterior in- 
jection is the preferable method of achiev- 
ing bladder filling; but if it is not quite 
so early a catheter may be used. 

Occasionally the physician has to resort 
to instrumental means for combatting in- 
fection in the prostate. As has been men- 
tioned before, long standing irritations in- 
duce hyperplastic changes in the urethral 
mucosa from the stimulating effect irritat- 
ing discharges have on the epithelium. 
Whenever these are present it is practi- 
cally a futile gesture to treat the prostate 
and expect much results. Happily this does 
not occur very often; however, it is a pos- 
sibility which one must consider as a com- 
plicating factor in each instance where 
there is a failure in response to therapy. 


The easiest method of destroying these 
infiltrations, or hyperplasias is the passage 
of a large caliber sound several times at 
intervals of a week or ten days. Unfor- 
tunately this accomplishes little good in 
the majority of cases and one must then 
resort to more strenuous means of treat- 
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ment. By the use of an instillation of one 
or two cc. of one to three per cent silver 
nitrate instilled carefully in the posterior 
urethra, with a posterior instillator, a mild 
cauterizing effect is produced. It is prob- 
ably wise to initiate such treatment using 
a slightly less concentrated solution in 
order to test out the tolerance of the in- 
dividual. Two or three of such treatments 
will be usually found sufficient. 


It must be understood that the rationale 
for the cure of the disease is purely for the 
purpose of correcting what surgical pa- 
thology is present and which is complicat- 
ing a cure from the infection by hindering 
proper drainage from the glandular acini 
of the prostate. One should never use such 
treatment without asking himself whether 
the infection is sufficiently attenuated 
and dormant to merit such procedures. 
Probably there is no justification to use 
solutions of such strength for at least six 
or eight months following the initial at- 
tack of gonorrhea and it probably would 
be better to wait a year. Certainly if a 
definite stricture exists in the urethra the 
indication for instrumental dilatation is 
obvious. To use instruments earlier and 
without a definite therapeutic object in 
view is inexcusable and often disastrous. 


Lastly, in a very, very few cases endo- 
scopic or cystoscopic treatment may be in- 
dicated in order to obtain a cure. It is not 
within the province of this thesis to deal 
extensively with this phase of the prob- 
lem other than to state it is no procedure 
for the inexperienced. Much irremedial 
harm has been done by the promiscuous 
use of so-called therapeutic endoscopic 
procedures. It is safer to treat a few extra 
months conservatively than to resort to 
such measures too early and injudiciously. 
They are literally last resorts of therapy. 


As adjuncts to the treatment of chronic 
infection of the prostate are a rather im- 
portant phase of the therapeutic attack it 
is well to discuss them at this time. The 
administration of three or four injections 
of neo-salvarsan, 0.3 to 0.45 gm., intra- 
venously, is frequently followed by a 
rather rapid resolution of the infection. 
These injections are given at five-day in- 
tervals and are particularly indicated in 
the presence of coccal infections arising 
from focal origin. One must be careful for 


the development of toxic reactions in the 
use of the drug. 


Of late, sulfanilamide has been added 
to the list of drugs useful in the treatment 
of chronic infections of the prostate. It is 
administered in doses of thirty to forty 
grains daily, and its greatest value seems 
to be demonstrated in the earlier stages 
of gonococcal infection. However, in a few 
instances, much therapeutic good seems to 
be derived from its use in non-specific in- 
fections. In our experience sulfanilamide 
exerts its best benefit within the first ten 
days following its administration. If no 
improvement is noted in this length of 
time, it is practically useless to continue 
longer. We have also noticed that the drug 
seems to lose its effect when given over 
a period of time. Patients in whom a re- 
lapse of the infection has occurred, after 
taking the drug, will obtain little benefit 
from the administration of the drug when 
it is prescribed a second time. 


Non-specific therapy in the form of for- 
eign protein has many advocates and 
probably holds some value in the stimula- 
tion to cure. A favorite in our clinic is a 
preparation termed Omnadin, dispensed in 
ampoules and administered subcutaneous- 
ly every two or three days in courses of 
six to eight injections. Little or no reac- 
tion arises from its use. In some cases it 
seems to aid in clearing the infection more 
rapidly. 

Vaccines of a mixed character, prefer- 
ably of an autogenous origin are also used. 
The prostatic secretion is cultured for 
whatever organisms are present and a 
vaccine is made from this growth. It is 
administered in ascending dosages for an 
indefinite period of time, the results ob- 
tained are variable but this method of 
treatment has sufficient background of 
success to be worthy of trial in refractory 
cases. 


The use of heat administered locally to 
the prostate in the form of hot water rec- 
tal irrigations either by the open method 
using a short two-way rectal irrigation 
tip or by the closed method described as 
the Elliott treatment has been tried but 
has been found of doubtful value, except 
as a palliative treatment in acute mani- 
festation of the disease. The former meth- 
od has been found preferable so far as 
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acute prostatitis is concerned. The patient 
may apply the procedure in his own home 
using a connecting tube to his hot water 
supply and inserting the two-way nozzle 
in the rectum, adjusting the flow of water 
so far as temperature and pressure are 
concerned to suit his comfort. Because of 
the complexity of the apparatus and the 
bulkiness of the prostatic bag used in the 
Elliott treatment, this method has been 
found somewhat impractical in the routine 
treatment of prostatitis. 


A procedure that probably should merit 
some consideration is the injection of 
medicaments directly through the peri- 
neum to the prostate for the purpose of 
sterilizing the gland. Mercurochrome is 
the drug recommended and is used in one 
per cent solution. The patient is placed in 
a lithotomy position and the needle direct- 
ed through the perineum to the prostate 
with the aid of a finger in the rectum, as 
a guide. The prostate is injected in both 
of its lobes, three to five cc. of the solution 
to each lobe. The procedure is accom- 
panied by considerable pain on the part 
of the patient. Beneficial results are re- 
ported by others, but a limited experience 
in our clinic has not proved particularly 
successful. The danger of inducing exten- 
sive sclerosis with the development later 
of a vesical neck obstruction to the uri- 
nary stream is a complication that should 
be borne in mind. 


One may advise the patient who is suf- 
fering from chronic infection of the pros- 
tate that the element of time had best be 
forgotten. Two months to achieve a cure 
is remarkable. Four months is the usual 
amount of time many cases require to ob- 
tain results. One should never forget the 
general health, the daily hygiene, and 
rather important, the conduct that per- 
tains to the sexual activities. It is prob- 
ably wise to restrict sexual intercourse 
completely, even in the very chronic long 
standing cases. 

* * * 


CHAPTER IX 
ACUTE EPIDIDYMITIS 
The onset of epididymitis during the 
course of gonococcal infection is always a 


discouraging complication of the disease. 
Not only does it produce a distressing 


period of disability for the affected indi-~ 


vidual, but because its presence demands 
a cessation from regular treatment, chron- 
icity of the infection is favored. However, 
of greater importance as far as the patient 
is concerned is the possibility of perma- 
nent sterility from an occlusion of the vas 
or epididymis following the inflamma- 
tory reaction. Fortunately, in most cases 
the disease involves only one side. 

As regards the diagnosis of epididymi- 
tis, it is well known that students, as well 
as many doctors, call any painful swelling 
of the scrotal contents an orchitis. It is 
well to keep in mind the majority of acute 
inflammatory conditions within the scro- 
tum are epididymal, arising in most in- 
stances from either a gonococcal, a non- 
specific or a tubercular infectious origin. 
In most cases the infection can be traced 
from a similar prostatic or seminal vesicu- 
lar disease focus, but occasionally epididy- 
mitis may occur from a hematogenous 
origin, from a focus elsewhere. Orchitis 
is a relatively rare disease entity and al- 
most invariably is related either to mumps 
or trauma. The gonococcus practically 
never produces an orchitis. 

In the examination of inflammatory 
conditions of the scrotal contents, the 
physician should learn to palpate the va- 
rious individual anatomical structures in 
order to form an exact diagnosis. Even in 
instances where a gonococcal origin seems 
obvious, he should think twice before 
stating the condition is due to this disease. 
Repeated smears from the urethra and 
urinary sediment examined for the gono- 
coccus were found negative. The presence 
of nodulation of the vas with thickening, 
and finding the same condition in the 
prostate, is the typical appearance of geni- 
tal tuberculosis. 

One clinical entity that may be men- 
tioned is torsion of the cord. It is almost 
always confused with epididymitis and re- 
sembles it in its clinical onset. As early 
surgery is imperative in such instances, 
it is well to keep this condition in the list 
of diagnostic possibilities. A point of dif- 
ferentiation between the two conditions 
is when a severe, painful, scrotal swelling 
is not relieved by a firm strapping of the 
testicle, but on the contrary if pain seems 
to be aggravated a torsion is to be sus- 
pected. 
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What are the predisposing etiological 
factors responsible for an acute epididy- 
mitis during the course of a gonococcal 
infection? As has been discussed in the 
chapter on acute posterior urethritis, poor 
conduct on the part of the patient or mis- 
management of the disease by the physi- 
cian are potent reasons for the develop- 
ment of this complication. Sexual excite- 
ment, long automobile rides, the imbibing 
of alcohol and various other indiscretions 
by the patient are important contributory 
factors for the development of epididymi- 
tis. Prostatic massage during an acute 
posterior urethritis, early instrumentation, 
traumatizing instillations and irrigations 
on the part of the physician are often fol- 
lowed by epididymitis. Epididymitis has 
also been said to result from a reflux of 
infected urine up the ejaculatory duct and 
down the vas. For this reason, a wise pre- 
caution during gonorrhea is to warn the 
individual to not allow his bladder to be- 
come too distended during a gonorrheal 
infection. 

The treatment of acute epididvmitis may 
be medical or surgical. The medical treat- 
ment comprises essentially of cessation of 
all local treatment including massage of 
the prostate together with complete bed 
rest and proper immobilization of the 
scrotum by either an adhesive suspensory 
or a figure of eight muslin bandage. The 
technic for applying these dressings may 
be obtained from any standard text book. 
The administration of sedatives is usually 
necessary for the relief of pain. Cold ap- 
plications are comforting, but the applica- 
tion of heat to the testicle through local 
diathermy has proven more efficacious in 
our hands in the shortening of the course 
of the disease. Provided the individual 
can tolerate the drug during the acute 
phase of the infection, sulfanilamide 
should be administered. In many cases par- 
ticularly of gonococcal origin it seemed to 
definitely have some curative effect in 
lessening the swelling and relieving the 
pain. Daily intravenous administration of 
calcium gluconate has also proven a valu- 
able adjunct to other treatment and seems 
definitely to alleviate some of the pain. 


Under the above regime the great ma- 
jority of patients are free of most of their 
pain and are able to return to light activi- 
ties within three to five days. It must be 


emphasized that relapses will occur unless 
care is exercised not only by the patient, 
but by the physician in his management 
of the disease. The scrotum must also be 
constantly immobilized with a well fitting 
suspensory for an indefinite period of 
time. If the average drug store support is 
used it should be carefully fitted as often 
there is allowed too much movement of 
the parts. Failure to properly immobilize 
the scrotum following an attack of epi- 
didymitis is a factor responsible for many 
recurrences. 

Surgery in the form of epididymotomy 
is occasionally necessary when pain is not 
relieved by ordinary methods or a suppu- 
rative process is definitely present. How- 
ever, surgery is rarely indicated in most 
instances. The statement that sterility re- 
sults less often when epididymotomy is 
performed early, requires statistical proof 
which we have failed to find. 


One word of warning that bears repeti- 
tion is: urethral injections and especially 
prostatic massage should not be begun 
too soon after an acute attack. Because of 
the possibility of an exacerbation of the 
infection at least a week should elapse 
and then caution must be exercised with 
the first few treatments as often these 
predispose to a recurrence of the process. 

(To be continued.) 
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Treatment of Ulcerative Colitis with Aluminum 
Hydroxide and Kaolin 


In ulcerative colitis there is a raw ulcerating 
mucous membrane, and thus to obtain the maxi- 
mal benefit from kaolin and aluminum hydroxide 
James B. Eyerly and Herbert C. Breuhaus, Chicago 
(Journal A. M. A., July 17, 1937), give it only by 
rectal retention, First, the colon is cleansed with 
a pint of warm water. In one hour this is followed 
by a retention enema consisting of a 3 to 5 ounce 
(60 to 150 Gm.) mixture of kaolin and aluminum 
hydroxide in from 3 to 5 ounces (90 to 150 cc.) of 
warm distilled water. The patient is instructed to 
retain this as long as there is no discomfort. Usu- 
ally one retention a day is sufficient, but occas- 
ionally two are given. In this manner, larger doses 
of the mixture can be brought into direct contact 
with the inflamed mucous membrane without pre- 
vious admixture with food and digestive juices. 
The diet must be of high caloric, nonirritating 
type and contain all vitamins necessary for normal 
health. Opium in some form is frequently used in 
the early stages if pain and excessive diarrhea are 
present. A consistent program carried out intelli- 
gently is essential if such cases are to be cured. 
The treatment of ulcerative colitis by aluminum 
hydroxide and kaolin mixture is rational. 
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EDITORIAL 
PLEASE READ THIS 


Many County Medical Societies through- 
out the State make a practice of taking a 
vacation through the months of July and 
August and they will now be ready to re- 
sume their regular meetings in September 
and we want to suggest that every County 
Medical Society do its best to have attrac- 
tive programs, well advertised, so that 
general attendance will be increased. 


The President and Secretary in most 
County Medical Societies are held re- 
sponsible for programs and attendance and 
I want to appeal to every officer to make 
every effort to build both membership and 
attendance between now and the Annual 
Meeting in May. With the reapportion- 
ment made to the House of Delegates at 
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the last Annual Meeting it will be neces- 
sary for us to increase our membership 
approximately two hundred in order to re- 
tain our three Delegates. 


There are some eight hundred legal 
practitioners in the State who are not 
members of the Association. Of course all 
of these are not eligible to membership, as 
we still have some of the old Territorial 
physicians who are not graduates of rec- 
ognized medical colleges and are there- 
fore not eligible to membership. However, 
there are four hundred who are eligible 
and it is the duty of those who are now 
members to see to it that those men are 
brought into membership. 


Not only should every effort be made 
by the officers of the County Medical So- 
cieties but the Councilors should see to it 
that all Counties not now organized take 
this opportunity to organize. And where 
there are not enough physicians to organ- 
ize that these doctors affiliate with the 
Society of some neighboring County. 

In the September issue of the Journal a 
double post card will be inserted in an ef- 
fort to obtain subscriptions from doctors 
throughout the State who are not mem- 
bers of the State Medical Association. In 
this way it is hoped that we will contact 
non-members and interest them in the 
activities of the organization. 

We can ill afford to lose a member of 
the House of Delegates of the American 
Medical Association as all three of our 
Delegates have belonged to the House for 
many years and have developed many 
contacts that are of value and are recog- 
nized as very influential members of this 
Body. All three can only be retained by 
Councilors, officers and individual mem- 
bers making a supreme effort to bring 
into membership all physicians who are 
eligible. 

In order to facilitate the acquisition of 
a new member the Secretary will accept 
as dues the proportionate part of the dues 
equal to the number of months still re- 
maining in this calendar year. In other 
words if three-fourths of the year has ex- 
pired when this new member is acquired 
he will pay one-fourth of the Annual 
Dues, or $2.00, and of course will be im- 
mediately placed on the mailing list for 
the Journal and his name submitted for 
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membership to the American Medical As- 
sociation. 

We have received every possible assis- 
tance during our legislative and economic 
activities from the American Medical As- 
sociation. Their organized bureaus and 
departments have furnished us with most 
valuable information and assistance and 
certainly we must see to it that we do not 
lose any influence in this important or- 
ganization, as we would should it be nec- 
essary for us to drop one of our delegates. 

Let us hope for and expect a unanimous 
response to this appeal for the organiza- 
tion of ALL Counties and an increase in 
membership of at least two hundred phys- 
icians. 
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Editorial Notes—Personal and General 


DR. J. A. MYERS, Chief of the Chest Clinic, 
University of Minnesota, and President of the Na- 
tional Tuberculosis Association, will be the guest 
speaker at the Post-Graduate Course on Tubercu- 
losis to be held in Oklahoma City, October 13, 1937. 


DR. E. H. SHULLER, McAlester, was elected 
president of the Southeastern Oklahoma Medical 
Association at the semi-annual meeting held in 
McAlester June 24th. The Journal erred last month 
in stating Dr. Shuler of Durant was elected. 














DR. GLENN J. COLLINS, who has recently fin- 
ished his residency in medicine at the University 
Hospital, Oklahoma City, is locating in McAlester 
for the practice of his profession. Dr. Collins is a 
graduate of the medical school of the University of 
Oklahoma. After his graduation he served a year 
as interne in the U. S. Army Hospital at Fort Sam 
Houston, Texas, following this with a year’s service 
at the University Hospital. He will be connected 
with the McAlester Clinic. 


DR. WM. J. TRAINOR of Tulsa is spending the 
summer at the Massachusetts General Hospital, 
doing special work on internal medicine with Doc- 
tors Bland, Sprague and Aub. 


THE TULSA COUNTY COMMISSIONERS have 
declined to appropriate $3,000.00, requested to carry 
on the venereal clinic which Dr. Pearce approved 
of when he appeared before the Tulsa County 
Medical Society in the spring. 

DR. C. L. BORDER, formerly of Mangum, an- 
nounces his removal to Oklahoma City where he 
will have offices in the American National Bank 
Building. 





DR. J. W. CRAIG, Miami, has returned after a 
month's visit in Chicago, New York and Atlantic 
City. 


DR. T. D. ROWLAND, Shawnee, is planning io 
spend a few months visiting and vacationing in 
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Europe after attending the American Legion con- 
vention in New York City in September. 


DR. COYNE H. CAMPBELL and his family have 
returned to Oklahoma City where they will re- 
establish their home after a sojourn in Chicago 
where Dr. Campbell attended school. 


DR. WALTER HARDY, Ardmore, is reported 
much improved from his recent illness. 


DR. PAUL J. CRADEN, El Reno, has returned 
after a three weeks’ vacation in Chicago, Phila- 
delphia and St. Louis, where he attended clinical 
meetings. 


DR. C. C. ALLEN, Frederick, is vacationing in 
Colorado. 
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Open Oklahoma City Office 


We are glad to call your attention to the open- 
ing of the Optical Service Company’s office in the 
Medical Arts Building, Oklahoma City. (Advertise- 
ment on Page XVII.) 

Mr. Tracewell, who owns both the Kansas City 
and Oklahoma City office, has called on many of 
the ophthalmologists of Oklahoma and is very 
favorably known among the men practicing this 
special line of work. As he makes glasses for 
physicians ONLY this sort of company will cer- 
tainly be welcome to Oklahoma. 
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Medico-Military Inactive Duty Training at 
Mayo Foundation 





The ninth annual training course for Medical 
Department reservists of the Army and Navy will 
be held at the Mayo Foundation, Rochester, Minne- 
sota, October 3 to 16, 1937. 

This training course was first inaugurated by the 
Seventh Corps Area at the request of the Mayo 
Foundation to give training in military medicine 
to the young medical men connected with the 
foundation. Other reserve officers requested per- 
mission to enroll and to take advantage of the 
opportunity to attend the clinical presentations 
during the morning hours. Such permission was 
granted and attendance has become so increasing- 
ly popular that it is now necessary to limit en- 
rollment. 

The program will follow the plan of past years. 
The morning hours will be devoted entirely to pro- 
fessional work in special clinics and study groups. 
Officers in attendance may select the course they 
wish to follow from the wide variety of presenta- 
tions offered. The afternoon and evening will be 
devoted to a medico-military program under the 
direction of the Surgeon of the Seventh Corps 
Area (Army) and the Surgeon of the Ninth Naval 
District (Navy). 

This training is on an inactive duty status and 
is without expense to the government. Enrollment 
is open to all Army and Navy reservists of the 
Medical Department in good standing. Applica- 
tions should be submitted to the Surgeon of the 
Seventh Corps Area, Omaha, Nebraska, or to the 
Surgeon of the Ninth Naval District, Great Lakes, 
Illinois. Enrollment is limited to two hundred. 

The Surgeons General of the Army and Navy have 
signified that they will attend and it is believed 
that the Surgeon General of the Public Health 
Service will also appear on the program. 
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News of the County Medical Societies 


TULSA County Medical Society is enlarging its 
library and assembly room and when completed 
will be one of the best equipped in the southwest 
with a full time secretary in charge. 





The regular meeting of the “FOUR COUNTIES” 
Medical Society was held in Shawnee, Oklahoma, 
June 19, 1937. About sixty doctors, a few with their 
wives, were present. The “Four Counties” Medical 
Society is composed of the members of Potta- 
watomie, Seminole, Hughes and Pontotoc County 
Medical Societies 

Dinner was served at the Aldridge Hotel at 
seven p. m., after which the Pontotoc County 
Medical Society furnished the following program: 

“General Education as Related to the Practice 
of Medicine”’—Dr. A. Lincheid, Ada, Oklahoma. 

“Heart Disease in the Aged”—Dr. W. F. Dean, 
Ada, Oklahoma. 

“Right Unilateral Pain in the Abdomen”—Dr. 
R. E. Cowling, Ada, Oklahoma. 

Dr. Sam McKeel, president of the Oklahoma 
State Medical Association, made a short and in- 
teresting talk on the activities of the State Asso- 
ciation. 
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RESOLUTIONS 











DOCTOR JACOB MARION STOOKSBURY 


At a recent meeting, the Pottawatomie County 
Medical Society enacted the following resolution: 

Whereas, our good personal friend, Dr. Jacob 
Marion Stooksbury, has been called from his work, 

Whereas, we recognize in him one of our most 
valued and conscientious members, 

Be It Resolved, that we deeply feel the loss of 
his untimely passing; that we recognize that his 
place as a good man cannot be filled. 


Be It Further Resolved, that a copy of these 
resolutions be sent to the family of Dr. Stooksbury, 
a copy to the State Journal, one to the First 
Presbyterian Church and a copy placed on our 
records. 

W. M. Gallaher, M.D, Chairman, 
G. S. Baxter, M.D. 
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Why Children Should See “The Birth of a Baby” 


Many physicians feel that every girl over twelve 
and every boy over fourteen should see the new 
talkie “The Birth of a Baby” which is being pre- 
sented by the American Committee on Maternal 
Welfare at regular movie houses. 

Most parents are either unable or unwilling to 
instruct their children in regard to menstruation, 
fertilization, pregnancy, and other natural phenom- 
ena. The result is that the child grows up in ig- 
norance of these important matters, or what is 
worse, gets its “education” in the gutters. 

If physicians will suggest it, parents will wel- 
come the opportunity to take their children to 
witness this epoch-making film, “The Birth of a 
Baby,” because it accurately, understandingly and 
without salaciousness, unfolds the true facts that 
these parents do not or can not now tell their own 
children 


w 
oO 
o 






OBITUARIES 


DOCTOR JACOB MARION STOOKSBURY 


On June 22, 1937, Dr. Jacob Marion Stooks- 
bury, Shawnee, while enjoying his radio, 
suddenly fell from his chair unconscious and 
died two days later as a result of cerebral 
hemorrhage, at the age of sixty-eight years. 

He was reared on a small farm in Tennes- 
see and after graduating in medicine in 1897, 
he practiced general medicine in Knoxville, 
Tennessee, several years. After a short resi- 
dence in Cement, Oklahoma, he moved to 
Shawnee in 1911, since which time he 
specialized in eye, ear, nose and throat work. 

He was a devoted and valued member of 
Pottawatomie County Medical Society and 
Oklahoma State Medical Association during 
his whole professional career in this county. 
He was beloved and respected by all his co- 
workers. His life and professional conduct 
commanded the admiration of all who knew 
him. No greater epitaph could be said, “He 
was a good man.” He was quiet, unassuming 
and unselfish. 


























DOCTOR CHARLES FLEETWOD HOUSE 


Death claimed Dr. Charles Fleetwood 
House, sixty-four year old retired practition- 
er, of Walters, following an illness that 
originated in 1933. He passed away January 
8th in that city. 

Dr. House was born at Mansfield, Texas. 
He attended Baylor University, Texas Uni- 
versity and Galveston medical schoo] and re- 
ceived his medical degree from Tulane Uni- 
versity, New Orleans, in 1901. He was for a 
time superintendent of Milford College. In 
1907 he graduated from the New York Medi- 
cal school and later did post graduate work 
in Boston, Chicago and St. Louis. 

He was a thirty-second degree Mason, and 
a member of the American, state and county 
medical associations. 

His wife, formerly Miss Helen Louise 
Householder, of Byers, Texas, survives. They 
were married in 1905. 

Services held at Walters were followed by 
a funeral service at the mausoleum in Wichi- 
ta Falls, Texas. Upon completion of a mauso- 
leum at Byers, Texas, the body will rest 
there. 
























DOCTOR GEORGE MILLARD CLIFTON 


Dr. George Millard Clifton died June 22 
1937, of coronary thrombosis at his home in 
Norman, Oklahoma. Dr. Clifton was a pio- 
neer practicing physician of Oklahoma, hav- 
practiced thirty years in Cleveland County, 
of which twenty-five years were spent in 
Norman. He also practiced one year in Texas 
before coming to Oklahoma. 

Dr. Clifton was born in Rochester, Minne- 
sota, sixty years ago. He graduated from the 
University of Chicago, Department of Medi- 
cine and Surgery. He was a member of the 
American Medical] Association. 

















RECENT DEATHS 
(Data Insufficient for Obituaries) 

Dr. A. A. West, Guthrie, July 4, 1937 

Dr. Chas. Hicks Howell, Meeker, June 30, 1937 

Dr. L. C. Lain, Oklahoma City, June 30, 1937 














Books Received and Reviewed 


Books for review should be sent directly to Edi- 
tor, Oklahoma State Medical Journal, McAlester 
Clinic Building, McAlester, Oklahoma. Acknowl- 
edgement of receipt will be made in these columns 
or on cards provided by the publishers. 
RECEIVED 

OPERATIVE SURGERY. By J. Shelton Horsley, 
M.D., and Isaa C. Bigger, M.D. Fourth Edition. Il- 
lustrated. C. V. Mosby Company, St. Louis, 1937. 
Cloth, $15.00. 








* * * 


HANDBOOK OF ORTHOPAEDIC SURGERY. 
By Alfred Rives Shands, Jr., B.A., M.D. Illustrated. 
The C. V. Mosby Company, St. Louis, 1937. Cloth. 


* * ~ 


LOCAL ANESTHESIA, The Technic of. By 
Arthur E. Hertzler, AM. M.D. PhD. LLD., 
F.A.C.A. Sixth Edition. Illustrated. The C. V. Mos- 
by Company, St. Louis, 1937. Cloth. 


* + + 


OBSTETRIC AND GYNECOLOGIC NURSING. 
By Frederick H. Falls, M.S., M.D., F.A.CS., and 
Jane R. McLaughlin, B.A., R.N. Illustrated. The 
C. V. Mosby Company, St. Louis. 


REVIEWED 


WHY WE DO IT. By Edward C. Mason, M_D., 
Ph.D., F.A.C.P., Professor of Physiology, Univer- 
sity of Oklahoma School of Medicine, Oklahoma 
City. Cloth, 177 pages. The C. V. Mosby Company, 
St. Louis, 1937. 

This book, by an Oklahoma author, will prove 
interesting and instructive to those directing the 
early childhood of our developing citizenship. 
Tere are many suggestions relative to conduct and 
behavior that if carried out to the point of pre- 
cision will be very valuable and while it is probably 
a little complicated to the ordinary parent, it will 
be very helpful to the instructor and disciplinarian. 
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MATERIA MEDICA TOXICOLOGY AND 
PHARMACOGNOSY. By William Mansfield, A.M., 
Phar.D., Dean and Professor of Materia Medica 
and Toxicology, Union University, Albany College 
of Pharmacy, Albany, N. Y. With 202 Illustrations. 
The C. V. Mosby Company, St. Louis, 1937. 


This is a most complete volume of its kind. It is 
divided into twenty-seven chapters. In the first 
twenty chapters the drugs of plant origin; the 
chapters are divided as Roots, Rhizomes, Barks, 
Leaves, Stems, Flowers, et cetera. Under each 
chapter a general discussion of this group is given 
and then each drug derived from this portion of 
plants is listed and the following information is 
given: The English name, synonyms, botanical 
origin, part used, impurities, assay, ash, habitat, 
description constituents, dose, preparations, prop- 
erties and uses. The description of each plant with 
its derivatives is contained on one page. 


The next seven chapters are given to discussion 
of drugs of animal origin, poisons, corrosive poi- 
sons, irritant poisons, irritant vegetable and animal 
drugs, systemic poisons, and posology. These drugs 
are all described individually as is outlined above. 

There are 202 illustrations which give valuable 
photographic information on the various drugs or 
groups of drugs. The posology lists the dosage of 
the drugs as liquid or solid under two tables. One 
for study of the dosages and one for reference. 
The latter being arranged alphabetically. There 
is also a glossary of medical and botanic terms. 
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This volume gives its information in brief and 
well arranged order and should be very useful as 
a reference book. 

. > = 

SYNOPSIS OF GYNECOLOGY. By Harry Stur- 
geon Crossen, M.D., F.A.C.S., Professor Emeritus of 
Clinical Gynecology, Washington University School 
of Medicine; Gynecologist to the Barnes Hospital, 
St. Louis Maternity Hospital, and St. Luke’s Hos- 
pital; Consulting Gynecologist to De Paul Hospital 
and the Jewish Hospital; Fellow of the American 
Gynecological Society and of the Central Asso- 
ciation of Obstetricians and Gynecologists; and 
Robert James Crossen, M.D., Assistant Professor of 
Clinical Gynecology and Obstetrics, Washington 
University School of Medicine; Assistant Gynecolo- 
gist and Obstetrician to the Barnes Hospital and 
the St. Louis Maternity Hospital; Gynecologist to 
St. Luke’s Hospital and to De Paul Hospital; Fel- 
low of the Central Association of Obstetricians and 
Gynecologists. Second Edition. Illustrated. The C. 
V. Mosby Company, St. Louis, 1937. Cloth, $3.00. 

This compend on Gynecology seems to meet the 
purpose for which it was written, that of furnish- 
ing information to that group of medical students 
who, along with their many other studies, must 
have a working knowledge of this subject. The 
essential gynecological problems are touched upon 
in such a way that it gives the student compre- 
hension as to detailed knowledge of the subject 
It might also be used by the general practitioner 
as reference. 
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American Board of Obstetrics and Gynecology 
Examinations Announced 





The next written examination and review of 
case histories of Group B applicants by the Amer- 
ican Board of Obstetrics and Gynecology will be 
held in. various cities in the United States and 
Canada on Saturday, November 6, 1937. 

The next general examinations for all candi- 
dates (Groups A and B) will be held in San Fran- 
cisco, Calif., on June 13 and 14, 1938, immediately 
prior to the American Medical Association meeting. 


Application blanks and booklets of information 
may be obtained from Dr. Paul Titus, Secretary, 
1015 Highland Building, Pittsburgh (6), Pennsyl- 
vania. Applications for these examinations must 
be filed in the secretary's office not later than 
sixty days prior to the scheduled dates of exami- 
nation. 
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Diabetes Mellitus: Report of Case Resistant to 
Insulin but Responsive to Change in 
Type of Carbohydrate Fed 


In their case of glycosuria resistance to insulin 
Howard H. Mason and Grace E. Sly, New York 
(Journal A. M. A., June 12, 1937), could almost stop 
the glycosuria by the substitution of levulose or 
galactose for dextrose in the diet. There is evi- 
dence to show that the patient was able to burn 
dextrose freely without the help of injected in- 
sulin. They suggest that the difficulty is due to a 
marked lessening of the liver’s ability to convert 
dextrose to glycogen or an intermediary product 
in this conversion. If their interpretation of the 
physiologic disturbance manifested by this patient 
is correct, it is rendered likely that in normal hu- 
man subjects the precursors of dextrose are all 
changed to glycogen or at least undergo some pre- 
liminary step of this conversion before they can 
become dextrose. A further interpretation of the 
evidence presented is that one of the modes of ac- 
tion of insulin is a retardation of the conversion of 
glycogen or the intermediate substance to dextrose. 
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PLASTIC SURGERY 
Edited by 


GEO. H. KIMBALL, M.D., F.A.C.S. 
404 Medical Arts Building, Oklahoma City 








A Modified Sieve Graft. A Full Thickness Graft 
for Covering Large Defects. Lester R. Bragstedt, 
M.D., Ph.D., and Harwell Wilson, M.D., Chicago, 
Ii. 8. G. & O., July, 1937. 


The author describes the Beverly Douglas meth- 
od for transplanting relatively large full thickness 
skin grafts which was first devised and used in 
1928. is description covers the method of securing 
the graft and the method for making multiple 
perforations for drainage. 

The article is accompanied by diagrams and 
photographs illustrating the technique and results 

COMMENT: This type of graft is useful in cov- 
ering a large surface especially about the axilla 
or near a joint. In my own work I have used 
principally the split graft for such large defects. 

I think this technique should be kept in mind 
as it certainly can be used in some cases to a great 
advantage. 


Correction of Depressed Deformities of the Ex- 
ternal Nose with Rib Graft. Lee Cohen, M_D., 
F. A. C. S., Baltimore, Md. Southern Medical 
Journal, July, 1937. 


The author points out that the correction of the 
depressed deformities of the external nose pre- 
sents many intricate and interesting problems. He 
points out that the corsum of the nose should be 
corrected to a straight dorsal plane. Alterations in 
shape and thickness of graft, to make it conform 
with the dorsum of the nose must be made from 
the under surface of the graft. He notes how easy 
it is to obtain an unduly wide dorsum. 

He states that the graft should always be nar- 
rower at the upper bony end than at the lower 
end. Generally speaking, the upper end of the 
graft should measure from one-eighth to three- 
sixteenths in width, while its lower cartilage end 
should not exceed from three-sixteenths to one- 
fourth inch in width. 

The author points out that the autogenous graft 
is the one used by most surgeons doing plastic 
operations about the nose. 

Some men still use cartilage only while some use 
a combined bone and cartilagenous graft. 

The author after twenty-five years experience 
never uses any graft except the bone and carti- 
lagenous graft. He outlines his pre-operative prep- 
aration, also the manner of preventing blood from 
reaching the pharynx and trachea by post-nasa! 
pack. Bilateral intra-nasal incisions are preferred. 

When bone is used it is essential to denude the 
periosteum from the bony dorsum so as to allow 
union between the bony graft and the bony nasal 
attachment. Aluminum splint is used to hold the 
graft in place. As a rule a wax impression is made 


before the operation and a metal model is pre- 
pared which is sterilized and used at the time of 
operation. 

Many fine points in technique are described in 
detail. 

COMMENT: This is a very fine description of 
some technical points in rhinoplasty. 

The author shows photographs and drawings of 
results obtained by his method. He is to be con- 
gratulated on the quality of his work. 

Personally I have used only the cartilage graft 
and not the bone and cartilage. However if one de- 
sires union between the nasal bone and the graft 
he must use bone. 


Repair of Facial Defects with Special Reference to 
the Source of Skin Grafts. Jacques W. Maliniak, 
M.D., New York. Archives of Surgery, May, 1937. 


The author points out that the repair of a defect 
on an exposed part of the body such as the face 
or neck, presents certain special problems. No mat- 
ter where the raw surface occurs, it should be 
covered promptly in order to expedite healing, re- 
store comfort and re-establish proper function. 
Also, if it is on an exposed area, one must take 
into consideration the appearance. 

He states that it is not the purpose of the paper 
to describe the technic of different types of flaps 
and grafts, but to consider their respective suit- 
ability for repair of such defects. Each case must 
be considered an individual problem, and it is not 
always easy to decide on the method for each case 
The attainable cosmetic result is a decisive factor 
in the selection of procedure—subject to the size, 
location and etiology of the deformity, vitality of 
surrounding structures, age, sex of patient and the 
simplicity of methods under consideration. Cos- 
metic element for example would loom larger in a 
young woman than in an old man. The tissues 
must resemble surrounding structures as nearly as 
possible and must be such as to retain their char- 
acteristics in the distant future. The sliding or 
rotating graft is the ideal procedure in every case 
but skin may not be available because of size or 
location of defect. Since it is difficuit to harmo- 
nize skin from remote parts of the body with that 
of the face, the author advocates a pedicle flap 
from neck or face in spite of scarring slightly. 

Whenever possible,*the dimensions of the flap 
from the forehead are reduced to a minimum by 
serial excision of the deformity. If the flap is kept 
small enough, the resultant defect can be closed 
without secondary grafting, owing to the elasticity 
of the skin of the scalp and forehead. 

From the viewpoint of color, if for some reason 
a flap from the forehead is not available, the sec- 
ond choice for use on the face is skin from the 
back of the ear (retro-auricular skin). It is pre- 
ferable to that of the middle and lower portions 
of the neck, as according to the author’s experi- 
ence, the latter presents a strong contrast even 
after a period of years. In men, skin from the hair- 
bearing upper portions of the neck is useful for the 


‘reconstruction of hairy facial areas. 
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Accessibility is a strong argument in favor of 
the neck as a source of skin for facial reconstruc- 
tion. A flap can usually be tubed with the sec- 
ondary defect suture line concealed in the natural 
folds of the neck. It is particularly valuable for 
the replacement of losses in the lower half of the 
facial skeleton. 

The author describes and shows by drawings 
and photographs various types of operative pro- 
cedure showing replacement of skin losses in all 
parts of the facial anatony. These are very in- 
teresting and instructive. 

Other sources of skin flaps for the repair of 
large facial defects are the abdomen, back and 
chest. Also in women with hypertrophied pendu- 
lous breasts, the posterior mammary surface is 
another excellent source of supply, although it 
may be lighter in color than the facial skin. 

The author prefers, in comparing the merits of 
various types of free skin-grafts, in general the 
thin graft (epidermal and dermo-epidermal) for 
covering of a large body surface and the full thick- 
ness graft on the face, forehead, eye lids and 
cheeks; and on areas requiring pressure as palms 
of hands and elbows. 

For a nasal defect he states that skin from the 
forehead is superior to any other in texture and 
color, that it should be used in spite of added 
scar. Some nasal defects can be repaired by rotat- 
ing the entire thickness of the nasal wall—skin 
cartilages and mucous membrane. This procedure 
when done in stages often obviates the necessity 
for grafting. Illustrations are shown. 

Autogenous cartilage is always the substance of 
choice for repair of the nose and resistant parts of 
the facial skeleton such as the forehead, chin and 
zygoma. 

The author prefers a large pedicle graft to cover 
a large defect in the neck because of its cosmetic 
superiority and the great mobility of the region to 
be repaired. The most desirable source of skin in 
the author’s experience is a pedicle flap from the 
side of the chest or abdomen. 

The full thickness graft or split graft is the 
choice for repair of a defect of the hand. A pedicle 
flap is too thick for the phalanges and small joints 
of the hand. 

CONCLUSIONS 


The author concludes with these statements: 
that rapid covering of raw surfaces is necessary to 
expedite healing, restore comfort, and re-establish 
function. On exposed parts of the body the cover- 
ing supplied must harmonize in color and texture 
with the surrounding area, even if an additional 
or more difficult surgical procedure is required. 
The sliding or rotating flap is the ideal procedure, 
but it can be used only for some defects of the 
face. When sufficient skin is not available, the 
flap from the forehead becomes the method of 
choice, in spite of the added scar. For a defect on 
the cheek, the combined use of serial excision and 
a flap from the forehead minimizes secondary scar- 
ring and secondary grafting on the forehead. The 
flap from the forehead is particularly recommend- 
ed for the restoration of nasal losses. 


> 
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Old Ununited Clavicular Fractures in the Adult. 
E. J. Berkheiser. Surg. Gyn. & Obst., June, 1937, 
Vol. 64. 


The author is impressed by the frequency of 





non-union in clavicular fractures in adults and the 
very modest literature on the subject. He reports 
nine cases having been seen in a comparatively 
short time; six with brachial plexus involved and 
seven which had to be treated by open surgery. 

Te clavicle is the only bony connection between 
the arm and trunk and acts as a key bone to hold 
the upper limb away from the body. The brachial 
plexus passes immediately beneath the clavicle and 
the components of the ulnar nerve cross the first 
rib directly under its middle third. In fractures of 
the clavicle with the inner end of the outer frag- 
ment depressed, there is likely to be injury by 
pressure or irritation to the brachial plexus. 

Non-union of fractures of the clavicle occur far 
more commonly than was previously considered 
The usual cause seems to be exceptionally severe 
trauma; some of which had received open opera- 
tion. The location is usually at the common site 
of fracture; junction of the middle and outer 
thirds. At operation the ends were found to be en- 
veloped in a thick, firm, fibrous sheath which 
formed a capsule containing a few centimeters of 
thin, yellow fluid. Commonly bony spurs were found 
at the inferior and posterior borders of the frag- 
ments. 

Symptoms consist of pain along the course of the 
ulnar nerve, weakness of the intrinsic muscles of 
the hand and a clicking sensation at the site of 
fracture. The findings include characteristic de- 
formity of angulation and the characteristic atti- 
tude of the shoulder dropped downward, forward 
and inward. Paresthesia and anesthesia of the ul- 
nar nerve were common. Vascular disturbance oc- 
curred in one case. 


The treatment in these cases consists of open 
operation with bone grafting. Autogenous osteo- 
periosteal tibial grafts have been used. The graft 
is applied laterally as an onlay graft at a point 
where the fractured ends are closely approximated. 
In case of considerable defect in the clavicle, a 
combined inlay-onlay graft is advised. Fixation is 
maintained for approximately twelve weeks in 
plaster spica with shoulder held upward and back- 
ward. Ten cases were described with x-rays shown 
and the treatment discussed. 


Operative Treatment of Coccygodynia. J. Albert 
Key. Journal Bone and Joint Surgery, Vol. XIX, 
No. 3, July, 1937. 


Coccygodynia, or painful coccyx, is a condition 
that occurs predominately in women, but may oc- 
cur in men. Usually it results from a definite in- 
jury, as from a fall or blow over the sacrococcygeal 
area. Rarely it may appear gradually without a 
definite cause. Two groups of opinions exist re- 
garding the cause and treatment of this condition. 
The first is composed chiefly of psychologists and 
neurologists who consider it a functional neurosis. 
The second group consists largely of surgeons who 
feel it is on a traumatic basis and that treatment 
of the coccyx should be instituted. Symptoms are 
pain on sitting, more marked in a soft chair usual- 
ly, and again more severe after sitting sometime; 
pain on getting up from a chair or sitting down 
in a chair; pain on defecation, or stooping, lying 
on the back, and on walking. The pain is localized 
in the midline at the tip of the spine. Occasional- 
ly pain is referred to the right or left buttocks and 
may simulate sacro-iliac pain. Examination re- 
veals acute pain on direct pressure over the coccyx; 
pain on rectal examination over the coccyx or on 
manipulation of the coccyx. X-ray reveals a varie- 
ty of forms, but as there is no definitely accepted 
position or shape of the coccyx it is of little value. 
There is very little to differentiate except possibly 
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hemorrhoids, which generally offer no confusion 
as most cases are very typical. 
The pathology of the condition is unknown. 


TREATMENT: In acute cases with history of 
recent injury it is advisable if a displacement 
seems apparent, to attempt reduction with local or 
general anesthetic. Sedatives may be given and hot 
Sitz baths frequently, to relieve pain. An air 
cushion ring is advisable for relief. Strapping of 
the back may or may not give relief; the same 
is true of a girdle. With very severe pain bed rest 
is advisable. Coccygodynia is considered chronic 
after two months of pain. The author advises that 
the previously described treatment be attempted 
and if it fails, advises operation. Other treatment 
listed consists of psycho-therapy, alcohol injec- 
tions, deep x-ray therapy and other injections of 
novocaine, quinine, urea hydrochloride, etc. The 
operation is technically fairly difficult. A midline 
vertical incision is used, centered over the sacro- 
coccygeal articulation. The sacrococcygeal joint is 
divided and it is found that a coccyx usually 
points directly forward. It is removed by sharp 
dissection, keeping the knife close to the bone; 
due respect being given to the rectum. When the 
tip of the coccyx is reached the strong fibers at- 
tached to it are cut transversely. The distal prom- 
inent end of the sacrum may be smoothed down 
if necessary after removal of the coccyx. The pos- 
terior pelvic floor is repaired by deep mattress 
sutures of chromic catgut. The subcutaneous tis- 
sues are closed snugly with plain catgut and the 
skin with silk. The author does not seal the dress- 
ing with collodion or strap the buttocks. Patients 
are usually allowed up in about one week, and 
activity is encouraged as the wound heals. 

Fifteen patients have been operated on by the 
author in the past six years. Fourteen cases have 
been followed and all but two have been com- 
pletely relieved of the coccygeal symptoms. Two 
patients since have borne children with no diffi- 
culty. 

The author concludes that while most cases of 
acute, mild coccygodynia respond to conservative 
treatment, in severe cases excision of the coccyx 
followed by restoration of the pelvic floor may be 
necessary to relieve the symptoms and cause of the 
disability. 
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Glaucoma and Sympathetic Ophthalmia. Bernard 
Samuels, New York. Archives of Ophthalmology, 
June, 1937. 


Thirteen cases are reported by Samuels. E. Fuchs 
is quoted: That in all his surgical experience there 
were only two instances of the extraction of cata- 
ract from an eye with sympathetic ophthalmia in 
which he succeeded in getting a permanently good 
result. 

Glaucoma may become a factor in both the ex- 
citing eye and the sympathizing eye in cases of 
sympathetic ophthalmia. Mydriatics are indicated 
to break the adhesions at the pupillary border. If 
the tension continues to rise then a mydriatic is 
contraindicated while the use of pilocarpine 
possibly produces more pupillary adhesions. This 
makes a delicate situation. 

Any operative procedure on the iris or in the re- 
gion of the ciliary body is strictly contraindicated 
in such a situation. 





Iris bombe is a complication of glaucoma in the 
sympathizing eye. It is due generally to an ex- 
cessive proliferation of the specific granulation 
tissue that replaces the stroma of the iris, caus- 
ing its anterior limiting layer to approach the 
cornea. 

A point of importance is that when increased 
tension occurs with sympathetic ophthalmia, sec- 
ondary glaucoma is not liable to injure the nerve 
fibres as is primary glaucoma. 

Samuels’ surgical procedure for the reduction of 
tension in the sympathizing eye is a paracentesis 
one mm. from the engorged blood vessels of the 
limbus in the cornea. Care should be taken to 
have the incision large enough as it must be re- 
opened for three or four days. The paracentesis 
is not always successful. Anterior scleratomy is 
spoken of but not recommended. 

There are four types of eyes mentioned in which 
sympathetic ophthalmia develop, viz.: 

1. Eyes with decreased tension. 

2. Eyes with normal tension. 

3. Eyes with primary glaucoma. 

4. Eyes with secondary glaucoma. 

Each group is discussed. 

Six eyes with primary glaucoma which after 
operation for high tension, excited sympathetic 
ophthalmia are reported. In five of these sympa- 
thetic ophthalmia developed at a time when the 
eye had become soft. Typical specific infiltration 
was present in each of these eves 

Seven eyes with secondary glaucoma which after 
injury or operation excited sympathetic ophthal- 
mia are reported. In six of these there was very 
little specific infiltration in the uvea and in the 
other there was none. 

Duration of the sympathetic ophthalmia and 
time of onset of the glaucoma are discussed. 

In the closing comment there is a discussion of 
Samuels’ impression that in glaucomatous eyes 
relatively little of the specific infiltration of sympa- 
thetic ophthalmia develops. This is an original 
manuscript. 


Some Observations on the Management of Infec- 
tions of the Blood Stream from Mastoiditis. 
Ralph A. Fenton, M.D., Portland, Oregon. Ar- 
chives of Otolaryngology, June, 1937. 


Two cases are reported with recovery. One, a boy 
age ten, with a very acute right ear, W. B. C. 16,- 
000, temperature 103.6 degrees with chilly sensa- 
tions after right ear myringotomy. X-ray con- 
firmed a right mastoid. Operation showed long 
chain hemolytic streptococcus; sinus plate not 
broken down. The septic temperature continued 
after operation. Blood culture showed long chain 
hemolytic streptococcus. The sinus when opened 
sowed no signs of obstruction in either direction 
The right jugular vein appeared normal but was 
tied. Six small (160 to 180 cc.) blood transfusions 
were given during a slow recovery. Another, a boy 
age eleven, who had been sick three weeks with 
discharging ears, W. B. C. 6,100 with seventy-eight 
polymorphonuclears, temperature 99.2 degrees. X- 
ray showed both mastoids cloudy. The left optic 
disc showed some choke. Blood culture showed 
long chain hemolytic streptococci. Queckenstedt 
test indicated sinus occlusion on the left. A left 
mastoid was done and the jugular vein tied. No 
clots were demonstrable. One hundred fifty cc. of 
blood was given before operation. Four blood 
transfusions of one hundred cc. were given at three 
day intervals. Recovery was prompt. 


Jugular vein ligation in the presence of a posi- 
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tive blood culture is sometimes criticized as useless 
since the septicemia has already occurred. The 
author, however, favors this procedure. 

Sulfanilamide medication is discussed. Fenton 
says: “The sulfanilamides seem to augment the 
phagocytic activity of the leukocytes rather than 
to destroy germs free in the blood stream * * *” 

Fenton has blood typing routinely done on mas- 
toid cases with possible sinus involvement in order 
to facilitate blood transfusions should they become 
necessary. 

When the sinuses are packed with selvedged 
iodoform gauze, these rolls are left in place for 
five to seven days. 

Swift, shockless and complete operation is of im- 
portance in septicemia from mastoid and sinus in- 
volvement. 

Failure to get a positive blood culture may be 
due to the fact that enough blood was not taken 
or that it was taken at the period of remission of 
the temperature instead of when the temperature 
was being elevated. 


Postauricular Fistula, Rea E. Asley, M.D., San 
Francisco Annals of Otology, Rhinology and 
Laryngology, June, 1937. 


This article has to do with closure of postauricu- 
lar fistula following a simple mastoid, although it 
is applicable also to the persistent fistula following 
a radical mastoid operation. 


It was considered essential during the early years 
of mastoid operations to leave a permanent post- 
auricular opening. Epidermization of the cavity 
took place from behind the ear. 

Fistulae, according to Ashley, are of three types. 
The first corresponds to the situation of the an- 
trum and goes upward and forward toward the 
posterior root of the zygoma. The second is just an 
opening filled with pouting granulations. The third 
is a large crater where the mastoid cells were par- 
tially removed, the sides of which are covered with 
tightly adherent epidermis, with a raw unepithe- 
tized area at the apex of the crater. 

Five predisposing factors are given: 

1. The general, personal and family clinica! 

history of the patient; the presence of tuber- 
culosis, lues, diabetes, scarlet fever, and many 
of the blood dyscrasias, favor the formation 
of fistulae. 
Very pneumatic mastoids where large cavi- 
ties result from the extensive removal of cor- 
tex and mastoid cells. In many such mas- 
toids the cells extend into inaccessible regions 
where removal is impractical or impossible. 
These usually follow one of three courses: 
some go on to uneventful recovery, others re- 
quire subsequent surgical revision, and the 
remainder develop fistulae. 

3. Haphazard closing of wound, such as the 
use of skin clips without careful approxima- 
tion of the deeper tissues, is a frequent etio- 
logic factor. 

4. Errors in after treatment are most important. 
Packing over too long a period of time with 
its consequent destruction of healthy granu- 
lations; or, conversely, allowing the skin 
wound to close before healthy granulations 
have at least partially filled the cavity. 

5. The unavoidable increase of non-resistant 
scar tissue resulting from multiple operations, 
due to re-infections of the mastoid cavity, is 
frequently a contributing factor. 

The methods of Popper, McNichols, Dixon, Mose- 

tig-Moorhof, Heine, Trautman, Beck, Goldstein, 


to 


Kerrison, Watson, Straatsma, Frey and Eagleton 
are discussed. 

Ashley prefers the “tongue-flap” operation. The 
scar and fistulous tract are cut out leaving healthy 
epithelium bordering each side. An inch behind 
the posterior margin of the wound another incision 
is made paralleling it. Tissue between the two in- 
cisions is dissected free which makes a flap. This 
flap is divided into two layers the lower layer be- 
ing the thicker. The lower flap is cut free at its 
lower border. This is tucked into the mastoid 
cavity after it as been freshened with a curette. 
The upper, or skin flap, is moved over and sutured 
to the undermined anterior skin margin of the 
cavity. Another parallel incision is made behind 
the plastic incision and this is used to cover the 
denuded skull. Mattress sutures of dermal or cat- 
gut are used. 

Persons susceptible to formation of keloid scars 
and a continuous discharge of pus from the fistula, 
contraindicate this operation 


Uveitis: The Role of Intraocular Typhoid-Antibody 
Content in Treatment. Albert L. Brown, Cincin- 
nati. American Journal of Ophthalmology, June, 
1937. 


Systemic infection, organisms or their products 
in the circulation is the modern idea of the cause 
of uveitis. The nonspecific treatment is based on 
this conception. 


If syphilis or tuberculosis are not causing the in- 
flammatory process, next to consider is the foci of 
infection, in order: teeth, tonsils, nasal sinuses, 
genito-urinary tract and the gastro-enteric tract. 
Tuberculosis has been blamed many times for a 
uveitis which later clears after removal of a focus 
of infection. The diagnosis and therapeutics of tu- 
bercular uveitis varies greatly with different oph- 
thalmologists. 

The cause of nonspecific uveal inflammation is 
discussed and some of the experiments that have 
been done on this. Local activity within the eye 
of some nonspecific protein seems to limit activity 
of the inflammation. 

The therapeutic benefit of parenteral adminis- 
tration of one of several proteins is probably due 
to the varying degrees of shock, rise in tempera- 
ture and leucocytosis. The author thinks the re- 
actions manifest the formation of antibodies which 
“increase body defense.” Typhoid vaccine is pre- 
ferred because it is commonly used, easy to ad- 
minister and produces measurable, stable, and re- 
coverable antibodies in the blood. 

Paracentesis of the anterior chamber and sub- 
conjunctival placement of catgut soaked in typhoid 
vaccine are mentioned. Local instillations and sub- 
conjunctival injections of the vaccine were found 
to be ineffective. Prolonged subconjunctival injec- 
tions were accompanied by bulbar irritation and 
followed by sloughing. 

In the choice of protein used, milk, diphtheria 
antitoxin and typhoid vaccine were studied. Ty- 
phoid vaccine seems to answer the requirements 
better than any other foreign protein. Stable blood 
antibodies have been recovered one hundred fifty 
days after one intravenous injection of the vac- 
cine. 

The average dose is twenty to twenty-five million 
every thirty-six to forty-eight hours depending on 
the result obtained. A dose of fifteen million can 
be continued at forty-eight hour intervals. Typhoid 
“H” antigen is used. 

In three cases reported he gives three doses of 
twenty million each intravenously at thirty-six 
hour intervals. He gives five case reports in detail 
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and a short summary of forty patients treated in 
the last three years. 

Aspiration of the anterior chamber is favored 
by the author. He says: “Apparently the procedure 
is more effective in influencing favorably an acute 
process ... no patient was harmed by aspiration, 
so there does not appear to be any contraindica- 
tion in uveal-tract inflammation, except possibly 
the presence of local superficial infection.” 


A Case of Retro Abscess Containing a 
Pure Growth of Bacillus Paratyphosus. A. R. 
Dingley, London. The Journal of Laryngology 
and Otology, April, 1937. 


Typhoid spine occurs in about 0.5 per cent of the 
enteric group of fevers. This was a case associated 
with the cervical spine and requiring an urgent 
laryngotomy. Suppuration is quite common as is 
also the occurence in the cervical spine. It usually 
occurs without suppuration in the lumbar area and 
in males between the ages of twenty and thirty- 
five. This man was age seventy. After recovery 
from operation an x-ray showed a pharyngeal di- 
verticulum near the bony lesion; it may or may 
not have had any connection with the pathology 
found. It might have been a contributing factor to 
the infection or it might have been the result of 
the infection. 

When this patient was admitted to the hospital 
he had an increasing dyspnoea and dysphagia for 
the past six weeks. Three days before entrance he 
had become markedly worse. 


A year previously he had been sick with a fever 
for three weeks, which was accompanied by a stiff 
neck (probably undiagnosed paratyphoid fever). 

Dyspnoea, dysphagia, cyanosis, difficulty in 
speaking and stridor were present when admitted. 
Both sides of the neck were swollen; the larynx 
and trachea were forward; swelling was diffuse, 
painless and soft; there was no fluctuation. 


It was obvious a laryngotomy or a tracheotomy 
would have to be done. Malignancy was mentioned. 
Anterior-posterior and lateral x-rays showed a bony 
lesion of the fifth, sixth and seventh vertebrae. A 
pyogenic osteo-periostitis with probable abscess 
formation was suggested. 

After a laryngotomy was done the swelling in 
the neck was explored. There was a large, tense, 
diffuse, thick-walled swelling, passing from one side 
of the neck to the other behind the pharynx, 
larynx and trachea, pushing these as well as the 
thyroid gland forward. The structures named had 
the appearance of being strapped over the front 
and sides of the swelling. Aspiration showed thick 
yellow pus which cultured pure bacillus paraty- 
phosus B. There was a faintly positive widal. 

After removal of the pus, a drainage tube was 
left in situ. Recovery was rapid. The laryngotomy 
tube was removed the day following operation. The 
tube was removed from the abscess cavity the fifth 
day. X-rays accompany the case report. 


Optic Neuro-Retinitis From Intestinal Toxemia. 
Harry Vandervilt Wurdemann, M.D., Sc.D.., 
F.A.C.S., Seattle, Washington. The Eye, Ear, Nose 
and Throat Monthly, June, 1937. 

The diagnosis of this disease is comparatively 
easy; the determination of the etiological factor 
many times is very difficult and arrived at only by 
exclusion. 

Some etiological factors mentioned are: syphilis, 
trauma, certain acute diseases—especially those of 
the cardiovascular renal type, meningitis and tu- 
mors of the brain, poisons from alcohol, tobacco, 
drugs, and very occasionally, infections involving 


the nasal sinuses and toxemias originating in the 
intestinal tract. 

Three cases are reported with a positive diagno- 
sis of intestinal toxemia as the cause of loss of 
vision. 

Pilocarpine sweats, iodides, high frequency treat- 
ments, high rectal daily injections, alkalinization 
and regulation of diet were included in the treat- 
ment. 

All three cases improved, one remarkably so 
considering the appearance of the optic nerves. 
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Hemorrhage into Hydatid of Morgagni Simulating 
Acute Appendicitis. By F. B. Zener, M.D., St. 
Vincent’s Hospital, Portland, Oregon. The Amer- 
ican Journal of Surgery, July, 1937. 


The author reports the cases of two patients. 
The first was a girl of thirteen. She was awakened 
at one a. m. by generalized abdominal discomfort 
which gradually localized in the right lower ab- 
domen. There was some nausea and vomiting. 
Physical examination revealed definite tenderness 
and rigidity over McBurney’s point. The white 
blood count was 14,000 with seventy-eight per cent 
neutrophiles. The diagnosis was acute appendicitis. 


An operation was done, the abdomen being en- 
tered through a right rectus incision. There was a 
small amount of serosanguinous fluid in the peri- 
toneal cavity. The appendix did not show any pro- 
nounced pathology, but was removed. A search was 
then made for possible pathology in the pelvis. The 
right ovary was found to be cystic and enlarged 
to about 4.5 cm. by 3.5 cm. “Attached to the right 
salpinx is a small mass which has the appearance 
of an organized blood clot. A microscopic section of 
the mass reveals patches of erythrocytes among 
which a few strands of smooth muscle, connective 
tissue, and in places supporting blood vessels are 
noted. Parovarium structures are also present in 
this. These are characterized here by a narrow strip 
of smooth muscle covered over on the inner sur- 
face by a single layer of columnar epithelial cells 
One of these structures is dilated and forms a 
cyst in which there is flattening of the lining 
epithelium. The absence of blood pigment signifies 
that the haemorrhage is of very recent origin.” 

It was the conclusion of the author that this 
hemorrhagic mass represented a hydatid of Mor- 
gagni, and the pathological diagnosis was hemor- 
rhage into the tissue of the broad ligament about 
it, the hemorrhage probably being due to torsion. 


The second case was that of a female thirty-four 
years of age who complained of palpitation and 
tachycardia. There were occasional aching pains 
in the left lower abdomen. There was a small ten- 
der mass in the left adnexal region and tenderness 
on palpation over the left lower abdomen. 

About three weeks after these observations were 
made there was complaint of severe left sided, 
cramp-like pain and backache. It was about time 
for an expected menstrual period. An examination 
per vagina revealed that the cystic mass before 
noted had increased in size, and was tender. There 
was a tentative diagnosis of torsion of the pedicle 
of a left cystic ovary, or an endometriosis of left 
adnexae. 

An operation was done. The uterus was in re- 
troversion. There was a hydatid of Morgagni on 
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the left side. It presented a long pedicle which was 
twisted. The uterus was suspended and the hydatid 
removed. Six months after the operation the pa- 
tient was free from symptoms. 

It appears that hemorrhage into a hydatid of 
Morgagni is quite uncommon, and judging from 
the investigations of the author a correct pre- 
operative diagnosis is rarely made.. By far the 
most common error is to make a diagnosis of acute 
appendicitis. Other incorrect diagnoses have been 
abnormal pregnancy and ovarian cyst with torsion 
of the pedicle. 

Finally, the author emphasizes the wisdom of 
making an exploration of the pelvis in the case of 
all patients where some other pathology, like acute 
appendicitis, does not explain the symptoms and 
clinical course. 

COMMENTS 

In the so-called “acute abdomen” the careful 
surgeon thinks of intra-peritoneal bleeding as one 
of the explanations. While hemorrhage into a 
hydatid of Morgagni may be very uncommon, it is 
well known that there may be hemorrhage due to 
rupture of other cysts in the ovarian region. As a 
rule, the contact of the blood with the peritoneum 
brings about very sharp reaction, characterized by 
severe pain in the lower abdomen, probably more 
diffuse than in the average acute appendicitis at 
first; by heukocytosis, and a little later fever. 

Te advice of the author to explore the pelvis in 
any doubtful situation is definitely sound. 

Wendell Long. 


Cullen's Sign in Acute Pancreatitis By Lawrence 
S. Fallis, M.D., Detroit, Michigan. Annals of Sur- 
gery, July, 1937, Page 54. 


In 1919 T. S. Cullen described the occurence of 
discoloration of the skin around the umbilicus in 
connection with ruptured ectopic gestation. It ap- 
pears that Hofstatter had referred to the sign in 
1909, but apparently Cullen was the first to recog- 
nize the importance of it. 


In 1920 G. G. Turner published an article on 
“Local Discoloration of the Abdominal Wall as a 
Sign of Acute Pancreatitis” in the British Journal 
of Surgery, and in England the sign is known as 
the Grey-Turner sign. 

The author reports the cases of three patients in 
which the sign was present in connection with pan- 
creatitis. The following are briefs of the cases: 


CASE I. Woman of sixty-eight. Severe abdom- 
inal pain two days. Vomiting. Maximum pain right 
upper abdomen, with radiation to right scapula. 
Had had similar but less severe attacks for two 
years. 

Temperature 101. W. B. C. 14,000; polys 86. First 
diagnosis acute cholecystitis. The next day, that is, 
three days after onset, discoloration in and around 
umbilicus. Diagnosis changed to acute pancrea- 
titis. 

Operation under spinal anesthesia. Large 
amount blood-stained fluid in peritoneal cavity. 
Numerous areas of fat necrosis. Drainage lesser 
peritoneal cavity. Death ensued six hours later. 

CASE II. Woman of sixty-four. Chief com- 
plaint abdominal pain for six days, following vom- 
iting. Pain in epigastric region. No history of 
jaundice. 

Appeared to be acutely ill. Temperature 96. Pulse 
112. W. B. C. 14,300; polys. 90. Blood sugar 154 mg. 
Slight icterus. Slight tenderness on pressure over 
gall bladder. Moderately tender in epigastrium, and 
very tender over left upper quadrant. In that re- 
gion there was a hard irregular mass extending 
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from the rib magin downward to the crest of the 
ilium. Diverticulitis with abscess was considered to 
be the most probable diagnosis. Cullen’s sign not 
discovered until patient on operating table under 
strong light, when it was noticed that there was 
discoloration, yellowish, around the umbilicus. 
There was a last minute pre-operative diagnosis of 
acute pancreatitis. There was no blood-stained 
fluid found in the peritoneal cavity. Fat necrosis 
omentum in left upper quadrant. Lesser peritoneal 
cavity explored through gastrocolic omentum. Tail 
of pancreas engorged. No free fluid or pus. Cigar- 
ette drain into lesser sac. Patient recovered. 

CASE III. A male forty-eight years of age. 
Chief complaint mass in the abdomen. Nine days 
before that there had been sudden, severe attack 
of nausea and vomiting followed by profuse per- 
spiration and the sensation of profound weakness. 
No abdominal pain. A little later there was sud- 
den severe prostrating pain in the left upper ab- 
domen. 

Temperature 100.2. Pulse 70. Abdomen not dis- 
tended. No muscle spasm. There was a yellowish 
tint of the skin about the umbilicus for a distance 
of one inch, and a diagnosis of acute pancreatitis 
was made. 

At operation there was no free fluid and no evi- 
dence of fat necrosis in the peritoneal cavity. “The 
mass consisted of hemorrhage and oedema in the 
left half of the transverse mesocolon.” Lesser peri- 
toneal cavity entered through gastrocolic omentum. 
It contained a little blood-stained fluid. The body 
of pancreas toward left was oedematous and the 
tail of the pancreas was greatly indurated. Cigar- 
ette drain. Recovery. 

In ruptured ectopic gestation the discoloration 
about the umbilicus is presumably due to the blood 
shining through the structures about the umbili- 
cus, the blood being inside the peritoneal cavity. 
The author mentions another condition in which 
there is discoloration of the subcutaneous tissues 
around the umbilicus, the discoloration suggesting 
extravasation of blood because of the color changes 
—at first bluish-black, then fading to a greenish 
color and finally yellowish before disappearing. 
Reference is made to one of Grey-Turner’s cases 
as having this type of discoloration. 

The pancreas being an extra peritoneal organ, 
another explanation for discoloration about the 
umbilicus must be sought. The author believes that 
it is probably due to the tracking around of the 
blood in the sub-peritoneal space between the peri- 
toneum and transversalis fascia, reaching the mid- 
line anteriorly. 


It appears that the sign is not found very often, 
but when it is present it might be of considerable 
value. LeRoy Long. 


Infections of the Dangerous Areas of the Face. 
Their Pathology and Treatment. By Urban Maes, 
M.D., New Orlenas, La. Annals of Surgery, July, 
1937. 


Credit is given to H. Ludlow for the first prac- 
tical article on infections of the “dangerous area” 
of the face. His article was published in 1852. In it 
he described six cases, three of them fatal. 


In 1883 Sir Frederick Treves described the anato- 
my of the facial vein and its communications, and 
showed how infections about the upper lip and 
immediately adjacent areas might produce a 
thrombo-phlebitis of the radicles of the facial 
vein which has no valve, and thence the infection 
might be carried by way of the ophthalmic vein 
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to the inside of the skull, producing an infectious 
cavernous sinus thrombosis. 


In 1922 Walton Martin published an important 
article entitled “The Fatal Outcome of Certain 
Cases of Staphylococcus Infections of the Face and 
Lips” in the Annals of Surgery. Apparently he was 
moved to publish the article because of the tragic 
experience of having witnessed seven deaths in ten 
cases while he was a medical student. 

Maes describes the “dangerous area” of the face 
as a triangle which extends roughly from the angles 
of the mouth to the bridge of the nose. The dan- 
ger is based upon anatomic and physiologic rea- 
sons, the most important of which is that thrombo- 
phlebitis of the small veins in that locality is too 
often followed by an extension by way of the facial 
vein, thence into the cavernous sinus. 

Maes makes the statement that he has never 
seen a case in which the element of trauma was 
not present. He indicates that it is not a severe 
trauma, but trauma due to squeezing, picking and 
unwise dangerous disturbance of small inflamma- 
tory areas about the upper lip and side of the nose. 
He says, “The average lay person finds it difficult 
to refrain from meddling with facial blemishes, 
and the average doctor seems to find it impossible, 
whether they are on himself or his patients.” 

It is indicated that the trauma destroys the wall 
of leukocytes which is the protection about the 
point of infection. 

In the early stages of infectious processes about 
the face, and especially about the upper lip, the 
author definitely advises against trauma of every 
kind. He definitely advises against premature in- 
cision. He says, “Lay persons must learn to keep 
their hands off their faces, and physicians must 
learn to keep their hands off their patients’ faces.” 
Not that, only, but the facial structures must be 
kept at rest. 

Maes makes the following significant statement: 
“If the lesion has not been tampered with ‘he is 
talking about lesions, like pimples and boils) it is 
rare indeed that the condition does not clear up 
without further treatment, or, if necessary, in- 
cision can be done later, when localization has 
definitely occurred.” 

The gist of this article is that inflammatory le- 
sions about the face, including the upper lip and 
immediate territory, will pursue a benign course 
if they are strictly let alone. 


COMMENTS 


This is an extremely important and practical 
article. For many years it has been the observation 
of the reviewer that if inflammatory lesions about 
the face are strictly let alone there will be localiza- 
tion, the lesion frequently rupturing spontaneously 
after which it is only necessary to keep the area 
clean by gentle methods and protect it by a sterile 
dressing. The reviewer agrees in a most ardent 
way with the advice against premature operative 
procedures. When one has seen the disasters that 
follow unwise and reckless meddling with lesions 
about the face one acquires deeply rooted convic- 
tions. If every physician would put into practice 
the advice of the author many lives would be 
saved. The same principles are applicable in the 
early treatment of a boil anywhere, but in connec- 
tion with the early treatment of a boil on the up- 
per lip, or in the immediate neighborhood of the 
lip and nose, a departure from the sound principles 
of conservative management, based upon an in- 
telligent understanding of the anatomy, usually 
leads to disaster. LeRoy Long. 


Primary Lymphosarcoma of the Ovary. Report of 
a Case. By H. A. Durfee, M.D., B. F. Clark, M.D., 
and J. H. Peers, M.D., C. M. University of Ver- 
mont, Burlington, Vermont. The American Jour- 
nal of Cancer, July, 1937. 


The authors indicate that lymphoblastoma of the 
ovary, either primary or secondary, is an unusual 
condition. There is a reference to the report of a 
case by Walther in 1934, the case being a primary 
lymphosarcoma of the ovary, and at which time he 
was able to find but one other report of such a 
case in the literature. The authors state that less 
than a dozen instances of metastatic lymphoblas- 
toma have been described. (In this article the term 
“lymphoblastoma” and the term “lymphosarcoma” 
are used interchangeably, but, after judging from 
the title of the article, it is assumed that whether 
one term or the other is employed it is intended to 
indicate lymphosarcoma of the ovary.) 

Nothwithstanding the rarity of the affection, it 
is indicated that the apparent rarity might be due 
to confusion in connection with the nomenclature 
employed by different writers. 

There is a case report, the salient features of 
which are as follows: White female, age twenty- 
three, mother of three children, entered hospital 
complaining of rapid enlargement of the abdomen, 
loss of strength for three months, and of “gas 
pains” for four days. She was in the sixth month 
of pregnancy. Two months before admission there 
Was a small, soft, painless mass discovered at the 
introitus and two weeks later, following a bump, 
there was a small non-tender mass in the upper 
outer quadrant of the right breast. About that 
time she noticed that the gums bled when she 
brushed the teeth, and she discovered a small 
pedunculated mass attached to the gum near the 
left upper canine tooth. She thought that the left 
side of the abdomen enlarged more rapidly than 
the other part of the abdomen. Two weeks before 
admission there were several nodules in the left 
breast. 

Physical examination disclosed two masses in the 
abdomen. The larger one was on the left side, and 
extended from pelvis to costal border. It did not 
move with respiration. The smaller mass on the 
right side extended to the level of the umbilicus, 
and in that area fetal heart sounds could be heard. 

The vaginal mucosa was studded with many 
sessile, moderately firm nodules from one cm. to 
two cm. in diameter. “All were covered with 
smooth mucous membrane, but the centers of the 
larger nodules were hemorrhagic.” A mass three 
cm. by two cm. projected through the introitus 
from the anterior vaginal wall. “The cervix seemed 
to be continuous with the right abdominal tumor, 
and the left tumor was believed to arise from the 
corresponding ovary.” 

There were multiple, moderately firm, movable 
masses from one cm. to four cm. in diameter in 
both breasts. There were small sessile nodules in 
several locations on the gum margins. There were 
a few barely palpable lymph nodes in the axillae 
and along the sterno-cleido-mastoid muscles. 

The blood count showed hemoglobin 70, R. B. C. 
2,980,000, W. B. C. 5,800, neutrophiles 71, lympho- 
cytes 20, large monocytes 7, eosinophiles one, baso- 
philes one. There were no x-ray evidences of 
metastases, pulmonary or otherwise. 


Biopsy of one of the vaginal nodules revealed a 
“malignant lymphoblastoma.” 


The patient aborted eleven days after admission 
to the hospital. “Following delivery the tempera- 
ture rose moderately and she died the next morn- 
ing, twelve days after admission and approximately 
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three and half months after the onset of symp- 
toms.” 

An autopsy revealed a much distended abdomen 
which contained about two litres of clear straw- 
colored fluid. “A large, smooth, oval mass thirty 
cm. by twenty cm. replaced the left ovary and 
nearly filled the left side of the abdomen. There 
were no adhesions. The right ovary was replaced 
by a smaller mass, twenty cm. by twelve cm., and 
this was slightly adherent to the right pelvic wall. 
Both tubes were grossly normal. The uterus ex- 
tended twelve cm. above the pubis. The cervix was 
patulous. The uterine cavity was lined with smooth 
decidua and blood clots. No gross or microscopic 
tumor deposits were present. The vaginal mucosa 
was thickly studded with flat, sessile tumor 
nodules.” The principal masses contained hemor- 
rhagic and necrotic areas. The blood vessels in the 
masses were thin walled, and thrombosis had 
occurred in many of them. There were flat nodules 
on the parietal peritoneum, mostly in the pelvis. 
There were tumor deposits on the mucosa of stom- 
ach and small intestines, and occasionally in the 
mucosa of the large intestine. The liver and spleen 
were apparently normal. There was tumor infil- 
tration of the pancreas. Both kidneys were en- 
larged and contained patches of tumor tissue. 


“The heart was of normal size, but presented a 
most remarkable appearance. The epicardium was 
thickly studded with tumor nodules which became 
confluent and almost completely sheathed the 
coronary branches. There were no deposits in the 
parietal pericardium. Between the auricles pos- 
teriorly was a large, solid mass of tumor two cm. 
in diameter. On opening the heart, the columnae 
carnae and papillary muscles of both ventricles 
were found diffusely thickened and pale from ex- 
tensive tumor infiltration, giving them somewhat 
the appearance of having been covered with a very 
thick coat of heavy cream-colored paint. On sec- 
tion the tumor deposits seemed grossly confined 
to the epicardial and subendocardial surfaces. The 
ventricular surfaces were smooth and with no evi- 
dence of mural thrombosis. The valves were nega- 
tive throughout. 


“Sections of both ovaries were identical in ap- 
pearance. The masses were composed purely of 
tumor, with no trace of ovarian tissue. Areas of 
closely packed, small round cells alternated with 
looser patches, giving the whole section an irregu- 
larly mottled appearance. Fairly numerous thin- 
walled vessels were scattered throughout the tumor. 
The stroma was so delicate as to be nearly invisi- 
ble with ordinary stains, but silver impregnations 
demonstrated an abundant, regular, close meshed 
network of argyrophile reticulum fibers. There was 
no suggestion of lobulation or alveolar arrange- 
ment. 


“Throughout its various metastases, the tumor 
maintained an absolute uniformity of cell type and 
arrangement. 

“The bone marrow contained no recognizable 
tumor cells. It was slightly hyperplastic, the in- 
crease in cellularity being due to a considerable 
number of stem cells in small groups, and a greater 
than average proportion of myelocytes in various 
stages of maturation. 


“Throughout all sections, vessel walls appeared 
almost invariably to resist invasion. No recogniz- 
able tumor cells were seen in the blood within 
vessels, and there was nowhere, either in blood 
studies during life, or in the post-mortem tissue 
sections, any suggestion of a leukemic state.” 


In a discussion of the problem, the authors say, 
“The diagnosis of lymphosarcoma in this case rests 
primarily on the type of tumor cell, which closely 
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resembles the medium-size lymphocyte. This cell 
type was constant in all sections of tumor ex- 
amined. Strong corroboration was provided by the 
fine, net-like reticular stroma, which was also con- 
stant, and showed no trace of alveolar arrange- 
ment. Some further support was furnished by the 
occurence in the primary tumor and in the ma- 
jority of the metastases of numerous Russell’s 
fuchsin bodies. 

“The tumor was believed to be primary in the 
left ovary chiefly because this was by far the 
largest mass present.” 

In concluding the article the authors state, “The 
starting point of an ovarian lymphoblastoma must 
still remain a theoretical problem. The standard 
works on normal histology, while occasionally ad- 
mitting the existence of lymphatic vessels, are unan- 
imous in denying the presence of lymphoid tissue 
in the normal ovary. Walther, in his case reports, 
attempted to circumvent this difficulty by sup- 
posing that lymphoid tissue might have been 
present as a result of previous chronic inflamma- 
tion. We may presume to suggest another theoreti- 
cal mechanism: viz. that our tumor arose as 
massive overgrowth of the lymphoid element of a 
pre-existing teratoma. Proof of this suggestion, 
however, is not now obtainable, as the ovarian 
mass was both uniform and very large, and a 
thorough microscopic search for fragments of tera- 
toma was manifestly impracticable.” 


Wendell Long. 


The Stoneless Gall Bladder. An Analysis of One 
Hundred Cases Treated by Cholecystectomy. By 
Carl A. Kunath, M.D., Iowa City. Journal of the 
A. M. A., July 17, 1937. 


This is a report from the* University Hospital at 
Iowa City When one compares the analysis of the 
non-calculus cholecystitis cases with the analysis 
of the calculus cholecystitis cases he finds that the 
stoneless cases show a greater morbidity, a higher 
post-operative mortality and about half as many 
cures. 


In this series the stoneless cases were carefully 
analyzed from the standpoint of pathologic changes 
present in the gallbladder wall and from the stand- 
point of cholecystographic evidence, but little help 
is offered from either of these sources in regard to 
prognosis following choiecystectomy. In general, 
the end results tended to be better as the patholog- 
ic changes became more marked. 


An analysis of the pre-operative symptoms was 
of value in estimating the probable benefit to be 
obtained from cholecystectomy. They were able to 
cure colic in about eighty-six per cent of the cases 
in which it was present before operation. They were 
able to cure about thirty-three per cent of dyspep- 
sia. However, of the patients who did not complain 
of dyspepsia prior to operation, thirty-eight now 
report that they have such symptoms. This seems 
to support the view that the dyspepsia syndrome 
is related not so much to disease of the gall blad- 
der as to non-function of the gall bladder. 


In the attempt to explain poor results following 
cholecystectomy in the stoneless cases these Iowa 
men were able to find certain errors in diagnosis. 
These included duodenal ulcer, duodenal divertic- 
ulum, tuberculosis spondylitis and chronic gono- 
coccic peritonitis. However, the majority of diag- 
nostic errors were associated with cases of irri- 
table intestine and spastic conditions of the gastro- 
intestinal tract. They suspected that a few poor re- 
sults could possibly be ascribed to residual patho- 
logic changes in the pancreas, liver or bile ducts, 
but it was not possible for them to definitely prove 
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that there were any such changes in these organs. 
They believe that the great majority of the un- 
improved cases (of stoneless gall bladders which 
are operated upon) must be explained on a basis 
of physiologic change or altered function. There is 
probably a large group of cases, in every series of 
stoneless gall bladder, lying on the borderline be- 
tween organic and functional disease; these are 
the cases in which diagnosis is difficult and in 
which cholecystectomy is apt to be disappointing. 
The hope for improvement in the treatment of 
the stoneless gall bladder appears to depend upon 
a better understanding of the physiology of the 
biliary tract. It is entirely likely that this im- 
provement will be in the form of more intelligent 
medical management based on a sound knowledge 
of the common morbid physiologic changes that 
occur in the biliary tract. Meanwhile cholecystec- 
tomy should be advised in such cases only after 
exhaustive study has been carried out, and the pa- 
tient should not be promised too much. He should 
be warned that he may still have difficulty after 
the operation in digesting large heavy meals of 
fatty foods and that dietary measures may be 
necessary. LeRoy D. Long. 


Acute Appendicitis. A Comparative Survey with 
Remarks on Its Management. By H. Jackson King, 
M.D., Binghamton, N. Y. The American Journal 
of Surgery, July, 1937. 


“Certain conclusions may be drawn from this 
mass of information: 

“1. The operative mortality for acute appendi- 
citis at this hospital, under a regime of radical 
treatment as practiced by a sizeable group of sur- 
geons employing varied techniques, was 4.2 per 
cent during the year 1934-35. This represents a 
marked reduction in the mortality of five years 
previously. While this mortality in no sense is 
comparable to that reported by certain clinics, 
better hospitals, and in various individual series, 
it nevertheless represents a rather respectable 
effort to cope with a problem of increasing diffi- 
culty. 

“2. Inadequate hospital records prevented an 
evaluation of the importance which the factors of 
time and cathartics may have played in effecting 
this lowered mortality, but it is certain that better 
surgical judgment and improved surgery were 
largely instrumental in producing the marked drop 
in mortality which occurred in the group of cases 
complicated by peritonitis. 

“3. The mortality in acute uncomplicated ap- 
pendicitis at this institution is creditable and 
probably almost irreducible, but the treatment of 
appendicitis with abscess still shows a mortality 
which is much too high. 

“4. A short experience with bacteriophage as 
an adjuvant in the treatment of ruptured appen- 
dicitis is reported. No apology is made for the 
brevity of the series since the cases are considered 
to be representative. However, it is appreciated that 
only through trial in a reasonably long series of 
cases can a true estimate of its value be reached. 

“It is likely that no one operative procedure will 
effect a very material drop in mortality among the 
severe cases of appendicitis. Improved mortality in 
all probability will result largely from the exercise 
of better judgment as to when to operate and how 
much to do. However, three points in operative 
procedure do stand out as worthy of particular 
consideration in any plan for reducing operative 
mortality in appendicitis. 

“1. The weight of evidence seems to indicate 
that in the very small percentage of cases where 


a severe spreading peritonitis complicates the pic- 
ture, a regime of conservative treatment and tem- 
porary delay in operation offers the patient the 
best chance of recovery. 

“2. Controlled series seem to show that the use 
of the McBurney incision or its modifications 
favors a lowered mortality by confining operative 
manipulations to a very limited area of the abdo- 
men, thus helping to keep the peritoneal infection 
localized. 

“3. In an admittedly short series of cases, bac- 
teriophage has shown that it is worthy of further 
investigation in the treatment of cases complicat- 
ed by peritonitis. 

“The experience has been that improvement in 
the hospital management of acute appendicitis is 
capable of producing a marked lowering in the 
mortality rate of this disease. It appears probable, 
however, that any considerable mortality drop will 
occur only when the public is thoroughly enlight- 
ened regarding the dangers of catharsis and of 
procrastination in the treatment of abdominal 
pain, and when routine early hospitalization of 
these cases will make possible removal of the ap- 
pendix at a time when the operation carries with 
it, in experienced hands, a mortality which is al- 
most negligible.” 

COMMENTS 


This is an intelligent survey from an average 
hospital in this country. It represents, I believe, 
the conclusions which are reached by the members 
of any good hospital staff who critically inspect 
their own records. Their conclusions as to the 
importance of waiting in the presence of severe 
spreading peritonitis and of the advantages of the 
McBurney type of incision are, I believe, particu- 
larly to be stressed. 

My own experience includes a period of train- 
ing with men who believed that operation should 
be done at once when the diagnosis was made re- 
gardless of the stage of the disease, and for the 
past fifteen years with a man who has unalterably 
held the view that severe spreading peritonitis 
demanded temporary delay. There can be no ques- 
tion in the mind of one who has had such experi- 
ence that the conservative type of treatment in 
the severe spreading veritonitis cases is life saving. 

LeRoy D. Long. 
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Summer Diarrhea in Babies 


Casec (calcium caseinate), which is almost whol- 
ly a combination of protein and calcium, offers a 
quickly effective method of treating all types of 
diarrhea, both in bottle-fed and breast-fed infants 
For the former, the carbohydrate is temporarily 
omitted from the twenty-four hour formula and 
replaced with eight level tablespoonfuls of casec. 
Within a day or two the diarrhea will usually be 
arrested, and carbohydrate in the form of Dextri- 
Maltose may safely be added to the formula and 
the casec gradually eliminated. Three to six tea- 
spoonfuls of a thin paste of casec and water, given 
before each nursing, is well indicated for loose 
stools in breast-fed babies. Please send for sam- 
ples to Mead Johnson & Company, Evansville, In- 
diana. 
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Benzedrine Sulfate in Certain Depressive States 


In an investigation of the stimulation produced 
by Benzedrine Sulfate (benzyl methyl carbinamine 
sulfate, S. K. F.), Davidoff and Reifenstein (Jour- 
nal A. M. A., 108:1770, May 22, 1937), made de- 
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on effects produced on mood, speech, motor re- 
sponse and general efficiency, and are shown in 
the following table: 
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Praecox 25 16% 25 % 44% 36% 
Manic 
Depressives .... 10 20% 60% 60 % 60% 
Psycho- 
neurotics 10 30% 60% 40% 30% 





A higher percentage of response was observed in 
normal cases, although in some of the abnormal 
cases improvement was sufficient to suggest that 
Benzedrine Sulfate may shorten the recovery time 
in cases where ultimate recovery may be expected. 

In addition to the results listed above, certain 
undesirable physiologic, central and peripheral ef- 
fects of the drug were described in considerable 
detail. These varied widely with individual pa- 
tients. In some cases untoward results were severe 
enough to counterbalance beneficial effects. None 


of the abnormal cases showed any noteworthy 
change in the structure of the psychosis. 

The authors feel that Benzedrine Sulfate may 
be of value in several conditions, but that due 
caution should be exercised in its administration. 
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Blood Studies: Report of 2,728 Cases 


E. W. Pernokis, Chicago (Journal A. M. A., May 
15, 1937), summarizes the results obtained from ex- 
amination of the blood of 2,728 consecutive patients 
reporting to the blood clinic of the Central Free 
Dispensary, Rush Medical College, Chicago, from 
April 1, 1933, to August 1, 1936. A complete blood 
count was done on every patient reporting to the 
clinic. Of the total number of patients who report- 
ed to the clinic 6.5 per cent showed blood dys- 
crasias, while the others were sent there by the 
physician in charge to get aid in making the diag- 
nosis in question. Fifty per cent of the cases with 
infections and general systemic diseases showed an 
anemia, while twenty-five per cent of each group 
showed a leukocytosis. Lymphocytosis was present 
in twenty per cent of the infections and twenty- 
five per cent of the systemic diseases. The mono- 
cytes were increased in twelve per cent of the in- 
fections and five per cent of the systemic diseases, 
while the eosinophils were increased in 3.4 per cent 
ef the infections and 1.3 per cent of the systemic 
diseases. There were no cases of agranulocytic an- 
gina or acute infectious mononucleosis. In none of 
the one hundred cases of arthritis in which amino- 
pyrine and phenobarbital had been administered 
was there a case of leukopenia noted. Averages of 
the blood counts and differential values in the va- 
rious groups fail to demonstrate the individual 
differences seen in separate counts. 








Report of Licenses Granted to Practice Medicine 
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Year of School of Year of Permanent or 
NAME Birth Place of Birth Graduation Graduation Present Address 
| 
McMath, John Thomas 1879 | Hillsboro, Ark. Univ. Arkansas 1905 Idabel, Okla. 
Talley, Edward Evans, Jr. 1905 | Driftwood, Okla. Univ. Oklahoma 1934 Enid, Okla. 
Reding, Anthony Charles 1909 | El Reno, Okla. Univ. Oklahoma 1935 Ponca City, Okla. 
Knight, Claude B. 1911 | Wewoka, Okla. Univ. Oklahoma 1935 Wewoka, Okla. 
Ross, Geo. Thom 1907 | Mint, Tenn. | Univ. Oklahoma 1935 Staten Island, N. Y. 
Sullivan, Sullins Grenfell 1912 Stonewall, Okla. Univ. Oklahoma 1935 Baltimore, Md. 
McKay, Edward Danson 1911 Oklahoma City, Okla.| Univ. Oklahoma 1935 Oklahoma City, Okla 
Bowser, Elmer Elsworth, (col.) 1886 | Have de Grace, Md. Howard University 1914 Tulsa, Okla. 
Carlock, John Hoyle, Jr. 1910 Ardmore, Okla. Tulane University 1935 Ardmore, Okla. 
Gardner, Elsworth Lewis 1910 | Hollis, Okla. Univ. Oklahoma 1935 Eugene, Oregon 
Wait, Will Curd 1881 | Somerset, Ky. Hospital College of 1906 Clinton, Okla. 
Med., Louisville, Ky. | 
Arrington, Jas. E. 1878 -, Tenn. | Univ. Tenn. Med | 1905 Frederick, Okla. 
| Dept. 

Bell, Orville Barl 1905 | Snyder, Okla. | Univ. Oklahoma 1936 Norfolk, Va. 
Rose, Ernest 1899 Dexter, Texas | Univ. Oklahoma 1936 Sulphur, Okla. 
Brady, John Harry 1911 Eric, Pa. Univ. Oklahoma. 1936 Fairview, Okla. 
Dakil, Louis N. 1911 Lake Charles, La. Univ. Oklahoma 1936 Oklahoma City, Okla. 
Hamilton, James 1906 Greensburg, Pa. | Univ. Oklahoma 1935 Greensburg, Pa. 
Maril, Joseph Jules 1912 Chicago, Ill. Univ. Oklahoma 1936 Okjahoma City, Okla. 
Sehreck, Philip Miller 1912 | Tulsa, Okla. Baylor University 1936 Tulsa, Okla. 
Rucker, Ralph Weller 1911 Norman, Okla. | Univ. Oklahoma 1936 Oklahoma City, Okla. 
Chaffin, Zale 1913 | Mr. Vernon, Texas Univ. Oklahoma 1936 Oklahoma City, Okla. 
Rempel, Paul Harvey 1907 | Cooperton, Okla. Univ. Oklahoma 1934 Enid, Okla. 
Dougan, Archie F. 1911 | ——_——, Okla. | Univ. Oklahoma 1936 Oktahoma City, Okla. 
Duncan, Robert Whitworth 1909 Carmen, Okla. Univ. Oklahoma 1936 Oklahoma City, Okla. 
Lewis, E. F. 1865 | —, Pa. | Univ. Arkansas 1900 Ada, Okla. 
Witten, Harold Bryan 1907 | Gotebo, Okla. | Univ. Oklahoma 1936 Hobart, Okla. 
Littell, Milton 1909 | New York City | Baylor Med. College 1935 Sentinel, Okla. 
Hollingsworth, Chas. Edward 1908 Chickasha, Okla. | New York Univ. 1934 Chickasha, Okla. 
Smith, Carlton Earl 1909 Hinton, Okla. Oklahoma Univ. 1934 Henryetta, Okla. 
Neff, Everett B. 1911 | Oklahoma City, Okla.| Oklahoma Univ. 1936 Henryetta, Okla. 
Fry, Francis Polk, Jr. 1909 | Frederick, Okla. | Oklahoma Univ. 1936 San Francisco, Calif. 
Strecker, William E. 1909 | Pond Creek, Okla. | Oklahoma Univ. 1936 Oklahoma City, Okla. 
Stokes, Lowell L. 1906 Protection, Kans. | Oklahoma Univ. 1936 Tulsa, Okla. 
Goodman, Hubert Thorman 1900 Cleveland, Ohio Oklahoma Univ. 1936 Santa Monica, Calif. 
Jones, Ruth Belcher (F) 1898 | Marlow, Okla. Oklahoma Univ. 1936 Seminole, Okla. 
Cunningham, John A. 1906 Miami, LT. | Oklahoma Univ. 1936 Oklahoma City, Okla. 
Butcher, John Mack 1912 Kansas City, Kans. Oklahoma Univ. 1936 | Edmond, Okla. 
Johnston, L. A. Sypert 1909 Hopkinsville, Ky. Oklahoma Univ. 1936 Norman, Okla. 
Ingalls, George Sam 1912 Stroud, Okla. Oklahoma Univ. 1936 Boston, Mass. 
Tichenor, Ernest LaPoint 1903 Morganfield, Ky. Oklahoma Univ. | 1933 Anadarko, Okla. 
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CLASSIFIED ADVERTISEMENTS 





FOR SALE AT A BARGAIN 

Brand New Wappler Model F. Endotherm Equip- 
ment on Mobile Table; consists of Endotherm Unit, 
Mobile Table, and all accessories, including two 
Light High Frequency Cords, one Simplex Foot- 
switch with cable, one Ward Acusector Handle, 15 
Acusectors and one Single Pole Theraclamp. This 
apparatus is arranged for operation on 110 volts, 60 
cycles, alternating current. List $432.00. Close-out 
price $325.00. Write Riggs Optical Company, Mer- 
chandise Mart, Chicago, Illinois. 

SPECIALTY SALESMEN—We are looking for the 
highest type of specialty salesmen to introduce the 
UTERECTORS to physicians all over the country. 
If you are interested in adding to your income by 
handling this favorably received appliance, please 
communicate with us for further details. The Bley 
Corp., 715 Lake St., Chicago. 





WANT A POSITION as a Doctor’s assistant or 
in a hospital. Have an Illinois Medical License. 
Address O. O., care The Journal. 

SITUATION WANTED — Laboratory technician, 
fully trained, college graduate, experienced. Eliza- 
beth Senna, 2435 N. Boston Place, Tulsa, Okla 


OPENINGS FOR PRACTICE 
PHYSICIAN WANTED—Dr. C. H. Hemphill of Ar- 
tesia, New Mexico, “would like very much to have 
a@ young man as an associate with prospects of be- 
coming a partner in the future.” If interested, com- 
municate with Dr. Hemphill, Hemphill Hospital, 


‘Artesia, New Mexico. 
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